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THURSDAY, FEBRUARY 23, 1956 


Untrep Starrs SENATE, 
SvuBCcOMMITTEE ON HEALTH OF THE 
ComMitres ON LaBor AnD Pusiic WELFARE, 
Washington, D.C. 

The subcommittee met, pursuant to call, at 10:10 a. m. in the old 
Supreme Court Chamber, United States Capitol, Senator Lister Hall 
(chairman) presiding. 

Present: Senators Hill (chairman) and Bender. 

Ao present: Stewart EK. McClure, staff director; Roy E. James, 
minority staff director; John S. Forsythe, general counsel; William 
G. Reidy and Michael Bernstein, professional statf members. 

Chairman Hitz. The subcommittee will kindly come to order. 

We have before us this morning the bill, S. 3076, introduced by 

Senator Smith of New Jersey and myself. SS. 3076 is a bill to pro- 
vide for a continuing survey and special studies of sickness and dis- 
ability in the U nited St: ites, and for periodic reports of the results 
thereof, and for other purposes. 

S. 3076, and Department reports, will be made a part of the record 
at this point. 

(S. 3076 and the reports referred to are as follows:) 


[S. 3076, 84th Cong., 2d sess. ] 


A BILL To provide for a continuing survey and special studies of sickness and disability 
in the United States, and for periodic reports of the results thereof, and for other 
purposes 


Be it enacted by the Senate and House of Representatives of the United States 
of America in Congress assembled, That this Act may be cited as the “National 
Morbidity Survey Act” 

Sec. 2. (a) The Congress hereby finds and declares— 

(1) that the latest information on the number and other relevant charac- 
teristics of persons in the country suffering from heart disease, cancer, 
diabetes, arthritis and rheumatism, and other diseases, injuries, and handi- 
capping conditions is now seriously out of date; and 

(2) that periodic inventories providing reasonably current information 
on these matters are urgently needed for purposes such as (A) appraisal 
of the true state of health of our population (including both adults and 
children), (B) adequate planning of any programs to improve their health, 
(C) research in the field of chronic diseases, and (D) measurement of the 
numbers of persons in the working ages so disabled as to be unable to per- 
form gainful work. 

(b) It is, therefore, the purpose of this Act to provide for a continuing survey 
and special studies to secure accurate and current statistical information on 
the amount, distribution, and effects of illness and disability in the United States 
and the services received for or because of such conditions. 
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Sec. 3. Part A of title III of the Public Health Service Act (42 U.S. C. ch. 6A) 
is amended by adding after section 304 the following new section: 


“NATIONAL MORBIDITY SURVEYS AND STUDIES 


“Sec. 305. (a) The Surgeon General is authorized to make, by sampling or 
other appropriate means, surveys and special studies of the population of the 
United States to determine the extent of illness and disability and related infor- 
mation such as: (1) the number, age, sex, ability to work or engage in other 
activities, and occupation or activities of persons afflicted with chronic or other 
disease or injury or handicapping conditions; (2) the type of disease or injury 
or handicapping condition of each person so afflicted; (3) the length of time 
that each such person has been prevented from carrying on his occupation or 
activities ; (4) the amounts and types of services received for or because of such 
conditions; and (5) the economic and other impacts of such conditions. 

“(b) The Surgeon General is authorized, at appropriate intervals, to make 
available, through publications and otherwise, to any interested governmental or 
other public or private agencies, organizations, or groups, or to the public, the 
results of surveys or studies made pursuant to subsection (a). 

“(c) For each fiscal year beginning after June 30, 1956, there are authorized 
to be appropriated such sums as the Congress may determine for carrying out 
the provisions of this section. 

“(d) To assist in carrying out the provisions of this section the Surgeon Gen- 
eral is authorized to cooperate and consult with the Departments of Commerce 
and Labor and any other interested Federal departments or agencies and with 
State health departments. For such purpose he may also utilize the services or 
facilities of any agency of the Federal Government and, without regard to section 
3709 of the Revised Statutes, as amended, of any appropriate State or other 
public or private agency, organization, group, or individual, in accordance with 
agreements between the head of such agency, organization, or group, or such 
individual, and the Secretary of Health, Education, and Welfare. Payment, if 
any, for such services or facilities shall be made in such amounts as may be 
provided in such agreement.” 





EXECUTIVE OFFICE OF THE PRESIDENT, 
BUREAU OF THE BUDGET, 
Washington, D. C., February 28, 1956. 
Hon. Lister HI, 
Chairman, Committee on Labor and Public Welfare, 
United States Senate, Washington, D.C. 


My Dear MR. CHAIRMAN: This is in reply to your request of January 31, 1956, 
for the views of the Bureau of the Budget on S. 3076, a bill to provide for a con- 
tinuing survey and special studies of sickness and disability in the United States, 
and for periodic reports of the results thereof, and for other purposes. 

This bill would authorize the Surgeon General to conduct a continuing survey 
as well as special studies of the population of the United States to determine 
the extent of illness and disability and to gather and study related information. 
The Surgeon General would be authorized to conduct the survey in cooperation 
with other Federal agencies and with State health departments. 

The President, in his message on the health of the people of the Nation, trans- 
mitted to the Congress January 26, 1956, stated that improved statistical data 
are essential as a guide to research and for the effective planning and operation 
of health programs. This bill would authorize the Surgeon General to obtain 
needed information on the incidence, duration, and effects of illness and dis- 
ability in the Nation. 

Accordingly, I am authorized to advise you that enactment of S. 3076 would 
be in accord with the program of the President. 

Sincerely yours, 
Percy Rappaport, Assistant Director. 
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DEPARTMENT OF HEALTH, EpUCATION, AND WELFARE, 
February 23, 1956 
Hon. Lister HILL, 
Chairman, Committee on Labor and Public Welfare, 
United States Senate. 

Deak Mr. CHAIRMAN: This is in reply to your request of February 20, 1056, 
for a report on 8S. 3076. a bill to provide for a continuing survey and special 
studies of sickness and disability in the United States, and for periodic reports 
of the results thereof, and for other purposes. ; 

The bill embodies this Department's legislative proposal to carry out the 
President’s recommendation, made in his January 26 special message on the 
health of the people of the Nation, with respect to the inauguration of a con 
tinuing program to collect improved statistical data on the nature and extent 
of disease and disability in the population. This proposal was transmitted 
to the Congress for consideration on January 27, 1956, with a covering letter 
of explanation. A copy of my January 27 letter to the President of the Senate 
is enclosed for the convenience of the committee. 

For the reasons indicated in the enclosed letter this Department believes that 
the enactment of the proposed “National Morbidity Survey Act,” as contained 
in S. 3076, would enable us to go forward with greater assurance and increased 
effectiveness in all fields of health activity and we urge its favorable considera- 
tion by your committee. 

The Bureau of the Budget advises that enactment of the bill would be in ac- 
cord with the program of the President. 

Sincerely yours, 
M. B. Fouisom, Secretary. 


THe Secretary OF HEALTH, EDUCATION, AND WELFARE, 
Washington, January 27, 1956. 
Hon. SAM RAYBURN, 
Speaker of the House of Representatives. 

DEAR Mr. SPEAKER: I am enclosing for your consideration a draft bill to 
earry out the President’s recommendation, made in his January 26, 1956, special 
message on health, for the inauguration of a continuing program for the col- 
lection and periodic publication of current statistical information on illness and 
disability. 

The draft bill would authorize the Public Health Service of this Department 
to conduct a continuing national sickness survey to provide statistical esti- 
mates (for the country at large and on a regional basis) on the prevalence and 
incidence of the major categories of disease, injuries, and impairments, on the 
nature and duration of the resulting disability, and the amount and type of 
incidence of the major categories of disease, injuries, and impairments, on the 
medical and other services received. The bill would also authorize the mak- 
ing of special studies to supplement the general surveys and to gather informa- 
tion on the economic and other impacts of disease and disability. The informa- 
tion so gathered would be made publicly available through periodic reports 
and other appropriate publications. The bill would provide for utilization 
on a cooperative basis of the existing data-collecting and survey skills and 
mechanisms of the Departments of Commerce and Labor, State health depart- 
ments, and other appropriate governmental or private agencies, and for con- 
sultation with interested agencies in the planning and conduct of the surveys 
and studies. 

This proposal would make possible the closing of a major gap in our popu- 
lation and health statistics. General sickness surveys have been made for 
individual communities and for one State on a sample basis. Studies have also 
been made of sickness arising from specific diseases, and certain diseases are 
routinely reported to health departments, and by them to the National Office 
of Vital Statistics. Causes of death are also reported. But we have no com- 
prehensive data on diseases and disability for the Nation as a whole. 

Reliable national estimates of disease and impairment of the kind required 
cannot be built up from records now being collected or from data currently avail- 
able. For example, the present Federal-State reporting system is largely con- 
cerned with communicable diseases. It covers only a small fraction of the total 
illness experienced by the general population. Hospitalization records represent 
only a part of the illnesses receiving medical care and cannot ordinarily be 
linked to population statistics because of difficulty in defining the population 
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served. Records of absenteeism and routine physical examinations in schools 
and industries are collected for only a few groups and vary greatly in quality 
and usefulness. Although data from piecemeal sources cannot Well be combined 
(because of the gaps and the variance in the bases upon which they were col- 
lected) they are nevertheless to be regarded as valuable supplementary materials 
if properly used in conjunction with the statistical information obtained through 
national morbidity surveys. 

The latest comprehensive statistics on illness applying to the general popula- 
tion of this country are those from the national health survey of 1935-36. This 
Was a one-time survey predominantly urban in coverage. Its results are now 
badly out-dated, yet for lack of other comprehensive data we must continue to 
rely upon them to some extent in making decisions regarding programs which 
involve large expenditures and serious issues of national policy. 

Statistics of the sort that can be made available through periodic reporting 
of the results of the continuing morbidity survey will have usefulness for a more 
objective allocation of our resources. More specifically, they can be used for the 
planning and evaluation of public and private programs in such fields as public 
health, welfare, and special educational problems such as those of physically 
handicapped or mentally retarded children, and to provide an improved measure- 
ment of need for hospitals and chronic disease facilities. They can also be 
expected to aid research in the epidemiology and etiology of disease by suggest- 
ing hypothesis for further testing. For example, study of associations between 
various diseases and particular demographile factors often gives leads to promis- 
ing avenues of investigation. Statistics on illness and disability will also answer 
many unmet needs of agencies concerned with manpower problems—both civilian 
and military, voluntary health insurance plans, other insurance carriers and the 
pharmaceutical and appliance manufacturing industries. 

This draft bill has been developed upon the basis of specific recommendations 
framed by a subcommittee of experts charged with this task by the United States 
National Committee on Vital and Health Statistics established in 1949. The 
recommendation for a continuing national morbidity survey, the specific proposals 
regarding the types of data which should be collected, and the suggestions for the 
design of the survey and for the kinds of special studies which should also be 
undertaken, are the product of several years of intensive study of the problem 
of morbidity statistics, both by the national committee itself and by three suc- 
cessive ad hoc subcommittees. The proposed national morbidity survey, with 
supplemental special studies, is intended to meet our pressing needs for an objec- 
tive picture of disease and disability, and of the Nation's health requirements, 
which can be kept reasonably current and will make possible reliable estimates 
at appropriate intervals for the Nation as a whole, for broad geographic regions, 
and, to the extent feasible, for particular localities. 

We shall appreciate it if you will refer the draft bill to the appropriate 
committee for consideration. 

The Bureau of the Budget advises that enactment of this proposed legislation 
would be in accord with the program of the President. 

Sincerely yours, 
M. B. Forisom, Secretary. 
Chairman Hitt. We are very happy to have with us this aoe 
Dr. Coggeshall, Special Assistant to the Secretary of Health, Educa 
tion and Welfare for Medical Affairs, accompanied by Dr. Se duele 
and other members of the staff. 

We are glad to have all of you gentlemen here with us. 

Now, Dr. ¢ ‘oggeshall, will you give us for the sake of the record, the 
full names and positions held by the members of your staff accom- 
panying you here, just to be sure that we have them in our record? 








SURVEY OF SICKNESS AND DISABILITY ~ 


STATEMENT OF LOWELL T. COGGESHALL, SPECIAL ASSISTANT TO 
THE SECRETARY, DEPARTMENT OF HEALTH, EDUCATION, AND 
WELFARE, ACCOMPANIED BY DR. LEONARD A. SCHEELE, SUR- 
GEON GENERAL, UNITED STATES PUBLIC HEALTH SERVICE; 
GEORGE PERROTT, CHIEF, DIVISION OF PUBLIC HEALTH METH- 
ODS, UNITED STATES PUBLIC HEALTH SERVICE; AND THEODORE 
D. WOOLSEY, DIVISION OF PUBLIC HEALTH METHODS, UNITED 
STATES PUBLIC HEALTH SERVICE 


Dr. CoccrsHAaLL. Thank you, Senator. Iam Dr. Lowell T. Cogge- 
shall and, as you said, I am Special Assistant to the Secretary, Depart- 
ment of Health, Education, and Welfare. 

I have here with Dr. Leonard A. Scheele, Surgeon General of the 
United States Public Health Service; Mr. George Perrott, the Chief 
of the Division of Public Health Methods, of the United States Public 
Health Service; and Theodore D. Woolsey, also of the Division of 
Public Health Methods of the Public Health Service. 

Chairman Hitt. Now, Doctor, we will be delighted to have you pro- 
ceed in your own way and make any statement that you see fit in ref- 
erence to this bill, its contents and its purposes. 

Dr. CogcrsHaLL. Thank you, Mr. Chairman. 

I have a statement before me and I am indeed glad to have the 
opportunity to present it. 

Incidentally, this is my first appearance in such capacity and I am 
very pleased to have it before you. 

As I said, I am glad to appear before your committee in support of 
S. 3076, which embodies the administration’s proposal for a continuing 
program to collect current statistical information on illness and 
disability. 

S. 3076 would authorize the Public Health Service to undertake the 
continuing collection and periodic summarization and publication of 
statistical data to provide estimates for the country as a whole—also 
by regions—on the prevalence and incidence of the major categories 
of sickness and disability. The need for this type of data is set forth 
in section 2 (a) of the bill: 

Sec. 2. (a) The Congress hereby finds and declares— 

(1) that the latest information on the number and other relevant character- 
istics of persons in the country suffering from heart disease, cancer, diabetes, 
arthritis and rheumatism, and other diseases, injuries, and handicapping con- 
ditions is now seriously out of date; and 

(2) that periodic inventories providing reasonably current information on 
these matters are urgently needed for purposes such as (A) appraisal of 
the true state of health of our population (including both adults and children), 
(B) adequate planning of any programs to improve their health, (C) research 
in the field of chronic diseases, and (D) measurement of the numbers of persons 
in the working ages so disabled as to be unable to perform gainful work. 

The inadequacies of present morbidity data—that is, statistics on 
sickness and disability—can be very briefly explained. We have 
continuous reporting procedures for some diseases and for causes of 
death. Under the “notifiable disease” reporting system, State and 
city health departments report, on a weekly basis, cases of acute 
communicable disease—largely for epidemiological purposes. In 
some States, a few other diseases—such as cancer and rheumatic fever 
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and industrial diseases—are also reported. These reports vary in 
completeness and cover only a small part of the illness experienced 
by the general population. Death statistics are valuable sources of 
information on mortality, but they give no clue to prevalence, dura- 
tion of disability, age at onset, course of the illness, and the like. 

Moreover, the frequency of nonfatal illness greatly exceeds that of 
fatal illness, and many of the chronic diseases or handicaps, like 
arthritis, mental disorders, blindness, deafness, and hernia are 
seldom the immediate or primary cause of death. 

In other words, very simply stated, in this country unless we die 
or unless we have some disease that is contagious or affects other 
persons, we have no knowledge of the incidence of sickness and dis- 
ability in this country, except for minor spot surveys that many 
organizations now must conduct at their own expense; and this is a 
very costly and wasteful procedure. This bill, in my opinion, will 
correct this defici iency. 

tesults of special surveys are available for certain communities, as 
I pointed out, for illness from specific diseases, or for special seg 
ments of the population. The findings of such investigations w ould 
have far greater utility if they could be used in combination with 
national survey data. Other data may cover special groups in the 
population, which often are not typical samples. They therefore 
have little value for making estimates on illness in the general popu- 
lation, and they cannot be combined because of gaps and lack of 
comparability in the bases upon which they were oat 

Hospitalization records, for example, represent only a part of the 
illnesses receiving medical attention and cannot be reliably linked to 
population statistics because of difficulty in defining the population 
served. 

Records of absenteeism and of the results of routine physical ex- 
aminations for schools or industries are only sporadically available 
and vary greatly in reliability and usefulness. Health statistics 
about speci: al groups from such sources as Selective Service findings, 
data on illness among members of the Armed Forces, illness among 
industrial workers covered under health plans, and experience under 
voluntary insurance plans have serious limitations for drawing con- 
clusions about the situation in the population as a whole. Taken in 
conjunction, however, with reliable information .on the extent of the 
various kinds of diseases and impairments in the general population, 
data from such sources as these would take on new meaning and 
could also provide much valuable supplementary material. 

Many estimates of illness and disability still depend on data col- 
lected 20 years ago—in the National Health Survey of 1935-36— 
adjusted for population increases since that time. The ratios ob- 
tained then are still used now because adequate current data are not 
available. The National Health Survey was a one-time survey, pre- 
dominantly urban in coverage. It revealed conditions during the 
depression years and before discovery of the “wonder drugs” and new 
surgical, therapeutic, and rehabilitation techniques. We do not know 
with any degree of precision what has been accomplished by the dra- 
matic medical advances of the last two decades. Nor do we know 
accurately the magnitude of the major public health and medical prob- 
lems which still remain for solution. 
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I would like also to point out, Senator, that since that time we have 
increased the number of automobiles. We point with some degree of 
pride to the fact that less than 400 people are killed by automobiles 
on various holidays; but, in addition to the 400 killed, there are thou- 
sands that are maimed and injured. They are primarily the workers, 
supporting their families. They are laid up in hospitals or in their 
homes, literally for months, and I do not think that anyone has any 
idea, except for very small segments of our population, how costly to 
the country this condition is, 

Furthermore, we are reliably informed 8 million more automobiles 
next year will not diminish this problem. 

The need for current data, made available periodically, is widely 
recognized. Total health expenditures—both public and private— 
are today in the neighborhood of $14.5 billion. Better statistical 
information could help us to give more effective direction to the ex- 
penditure of these large sums. 

Mortality and morbidity data are valuable tools for the public 
health officer. The nationwide system of reporting communicable 
disease has been an important factor in our progress in reducing, and 
in some instances virtually eradicating, some diseases which were 
chief causes of illness, disability, and even death several generations 
ago. Knowledge of the number and location of the cases of these dis- 
eases made it possible to develop effective programs of immunization, 
environmental sanitation, and health education which are such im- 
portant factors in their control. 

Today, chronic illness and disability—among both adults and 
children—present our greatest public health challenge. Chronic ill- 
ness and disability reduce the earning power, living standards, and the 
general well-being of individuals and families. They reduce the 
Nation’s potential output of goods and services and, in advanced 
stages, burden individuals, families, and communities with high costs 
of care and assistance. The basic public health principle to be ap- 
plied is the same: prevention. But we need better information on 
occurrence and severity. 

Likewise, accidental injuries in the home and on the highways are 
extremely costly to society, and programs for effective control are 
still in their infancy. Statistics on the frequency of nonfatal as well 
as fatal accidents of various types will help to shape these programs 
and to measure their success. 

There is nationwide interest in prolonging the effective working 
life of the aged and aging. Knowledge of the health status of people 
in their middle and later years will be essential to effective community 
planning for the health, general welfare, and continued activity of 
older persons. 

Governmental health programs have their counterparts in many of 
the national and local voluntary associations and organizations. 
These associations collect large sums—in the neighborhood of $250 
million annually—to promote research and education in such fields 
as poliomyelitis, cancer, tuberculosis, heart disease, mental health, 
crippling conditions, multiple sclerosis, aleoholism, and so on. 

These organizations have had to rely on mortality statistics almost 
exclusively as a source of information about the disease or condition 
with which they are principally concerned. Current morbidity sta- 
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tistics are urgently needed as they would aid such groups greatly in 
planning their activities and expenditures. 

The growth of prepayment coverage under voluntary health in- 
surance has increased the demand for the kind of morbidity statistics 
which can provide reliable estimates of the numbers of people who 
will be ill for a given number of weeks or months. Morbidity statis- 
tics could prov ide an improved measurement of need for hospitals and 
other health facilities, and would assist in planning for their more 
effective distribution. Public school authorities would be aided in 
their planning for the special educational problems of mentally re- 
tarded or physically handicapped children. Vocational rehabilitation 
programs, public officials and industries concerned with manpower 
problems and industrial safety and health measures, the insurance in- 
dustry, and the pharmeceutical and appliance manufacturers would 
also be greatly assisted by reliable statistics on illness and disability. 

Furthermore, statistical information of this kind would be an addi- 
tional tool for medical research. Study of data showing associations 
between certain economic, geographic, or other factors and the various 
diseases may often indicate new avenues of exploration or suggest 
hypotheses for more precise testing. 

The present proposal grew out of an intensive study of morbidity 
statistics. Specific rec ‘ommendations for a continuing national mor- 
bidity survey, with periodic summarization and publics ation of re- 
sults, were framed by a technical subcommittee charged with this re- 
sponsibility by the United States National Committee on Vital and 
Health Statistics, established in 1949 by the Surgeon General of the 
Public Health Service. The present plan follows closely the recom- 
mendations made in their 1953 report—recommendations which in- 
clude specific suggestions regarding the types of data which should 
be collected, the design of the survey, and the kinds of special studies 
which should be undertaken i in conjunction with it. Since that time, 
the proposal has been reviewed within the Public Health Service and 
has been circulated to authorities in the field for comment on its 
practicability and usefulness. 

Two major types of activities would be carried on. First, a continu- 
ing survey would be conducted on the basis of representative samples 
of the population. Information so obtained would include—for each 
major disease and type of impairment—such things as number, age, 
sex, occupation of persons afflicted, the duration of disability, the 
amounts and types of medical or other services received for, or be- 

cause of, the illness or disability, and ability to work or engage in other 
pibivinion tee example, the ability to attend school in the case of a 
child, or, in the case of a housewife, ability to perform usual household 
duties. Results would be summarized periodically. In addition, a 
series of special studies would be conducted to supplement and check 
the general survey findings. 

For the continuing survey, a scheduled program of data-collection 
from sample households by a small crew of regularly employed inter- 
viewers would permit closer supervision and savings in the costs of 
training. 

I might point out at this time that, although the plans are not yet 
complete approximately 200 persons in the field could conduct this, 
with the assistance of about 50 others in the office in contrast. with the 
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old survey made by some 4,000 individuals in the field. Here it is a 
continuing type of survey, getting representative samples and giving 
us a much better picture. The present plan will also make possible 
more rapid analysis and publication of survey results, 

It is now planned to publish data separately for the 10 largest metro- 
politan areas and some 40 additional regions, at intervals of 2 years. 
It would probably be possible to publish quarterly estimates for the 
Nation as a whole. The designers of the basic plan placed special 
emphasis on the importance of obtaining data that would be valid and 
useful at the local operating level—for health officers, other public 
agencies, and for community-planning purposes. It is inte saad to 
keep the survey program as flexible as possible to permit adaption to 
new needs and uses as they appear. 

The special studies would provide greater detail for smaller samples 
of the population and thus throw additional light on special health 
problems. They will also be used for checking the accuracy of general 
survey results and for developing improved : survey techniques. 

Our present plans are for the establishment of a small full-time 
staff within the Public Health Service which would be responsible 
for overall direction, planning of content, analysis and interpretation 
of results, and publication of periodic reports. Working agreements 
would be made with the Bureau of the Census, in the Department of 
Commerce, for the bulk of the work of the continuing survey—work 
which involves the major expense of the general survey and for which 
the special skills and resources of that agency are especially suited. 
This would include such work as selecting representative population 
samples, data collection in the field, and mechanical processing of the 
information gathered. 

Our objective would be to avoid all unnecessary duplication of 
specialized staff. The special studies would be carried on directly 
by the Public Health Service or by the Service in cooperation with 
other agencies and groups, such as the American Cancer Society and 
the Ameri ican Heart Association, just to name two out of many. 

The bill provides for utilization of appropriate public and private 
agencies and organizations. 

We believe that the proposal contained in 8. 3076 will meet our 
major needs for current objective statistics on illness and disability 
in the general population and, through the special studies, it will 
provide a means of obtaining necessary auxiliary data when greater 
detail or additional information is needed. 

We should, through these means, soon have in our possession an 
important new source of basic data for all public and private pur- 
poses for which ill health and disability are factors to be taken into 
account. We should also have a yardstick by which to measure the 
success of our efforts to improve the general health level of people 
throughout the country or of particular population groups with special! 
health problems. 

I should like to repeat, in my opinion this is an urgent need, and it 
is long overdue. As we go forward with more medical research and 
more activities in the health field, it will have even greater importance 
than it has today. 

Chairman Hiri. We thank you, Dr. Coggeshall. You have brought 
us a splendid statement on behalf of this bill and the need for it. 
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Let me ask you this question, because this a will arise: 
Have you made any estimate as to the cost of the bill? 

Dr. CoacrsHaty. Yes, sir, we have made some tentative estimates 
for the first year. Of course, a lot of this will be planning. 

Chairman Hitt. How much? 

Dr. CoccrsHALL. $330,000 for the first half of the first year; for 
the second half, it will be approximately $610,000; and then, the 
second year, when it is really in full swing, it is estimated it will 
cost $1,250,000. 

Chairman Hitx. What would you estimate the cost will be through 
subsequent years ? 

Dr. CoceesHaLLt. Mr. Chairman, I would assume that it would be 
about on that same level, because this, in my opinion, is not an ex- 
panding program. I think that good and sound information can 
be obtained approximately at this level. 

I have some technical experts with me. They might differ. Mr. 
Perrott? 

Mr. Perrott. I should think that Dr. Coggshall’s estimate is about 
right for the continuing costs, that it would be about $1,250,000 
annually. 

Chairman Hitz. Would these costs include such disbursements as 
you might make to the other agencies such as the Census Bureau? 

Mr. Perrorr. Yes, they would. Quite a percentage of the $1,250,000 
would go to the Census Bureau, with whom we would contract for 
the enumeration, getting the data themselves. 

Chairman Hitz. Could you give us a little more detailed picture 
of just how you would go about getting these data ? 

Mr. Perrorr. Yes. This would be a sampling survey, a survey of 
samples of the population. _ 

When the National Health Survey was made in 1935 and 1936, we 
knew a great deal less about sampling and getting accurate data from 
samplings than we do today. 

That survey employed some 4,000 people in the field, as Dr. Cog- 
geshall said, and perhaps it cost a total of $8 million, I would imagine, 
something of that order of magnitude. 

The field survey would require some 200 part-time interviewers 
and 15 or 20 people in the Public Health Service central staff. 

We would select in our tentative planning, about 500 small areas 
for enumeration, which represents a random sampling of the popu- 
lation, and the enumerators would be part time, and would continu- 
ously survey those areas. This would permit us at quarterly intervals 
to have tabulations on morbidity for the Nation and at less frequent 
intervals, perhaps 2-year intervals, to publish detailed data by diag- 
noses and by geographical regions in the country. 

We would have, as Dr. Coggeshall said, some 10 or 11 metropoli- 
tan areas and then 39 or 40 regions ranging from rural to somewhat 
larger size comunities. 

There are many advantages in doing it this way rather than having 
a one-shot survey every 3 or 4 years. 

First, it is possible to use a staff of well-trained part-time enumer- 
ators. They would be available all the time, whereas a survey every 
3 or 4 years requires many more enumerators, and they would have 
to-be hired again every 3 or 4 years. It is difficult to get a large 
trained staff on a rather difficult job of this kind. 
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A second advantage is that we will be able through this part-time 
sampling, continuous survey mechanism, to get rid “of the effects of 
season on some illnesses which vary as the months go by. 

For example, a one-time survey made in January or December 
would show a different and higher rate for certain diseases than one 
made in July, and the advantage of a continuous survey is that you 
can average out the seasonal effects. 

Do you have anything to add, Mr. Woolsey ¢ 

Mr. Wootsey. The only thing that I might add would be to say 
that the plan is to supplement the information obtained by the house- 
hold survey by use Of records in hospitals and clinics and doctors’ 
offices, always with the permission of the persons concerned, in order 
to give more precise and detailed diagnostic information. 

I think that is about all that needs to be added to what you have 
already said, 

Chairman Hirx. Let me ask you this question. You speak of enu- 
merators. I suppose that they would go to the State health depart- 
ments, hospitals, doctors’ offices, and individual houses. Is that 
correct ? 

Dr. CoacrsHaLt. Information would be obtained from health de- 
partments, hospitals, and doctors’ offices as a part of the special studies. 
The enumerators would go to the individual homes. I think there is 
a great deal of information that the enumerators can collect right in 
the homes. 

I can give you an example from my own hospital. In that hospital 
at any one time there will be 30 or 40 cases of coronary disease. Now, 
these people go back to their homes, they are unable to work, and 
no one really ‘knows how m: ny such people there are in the country 
because this illness is not reported. It would be very easy for the 
enumerator to find those who had been treated for this condition 
because all the family know this diagnosis. At the same time they 
could find out how many colds they ‘had, whether the *y had broken 
bones, how long they were laid up, ‘and all of this information that 
people are now “trying to collect by various methods. As I have said, 
this is very wasteful, and a systematic survey would actually save 
money because the accumulation of such data costs money and some- 
one has to pay for it. Now we are getting it piecemeal. 

It is very essential, and I am afraid what we have now is not too 
conclusive. 

Chairman Hitz. Senator Bender, do you have questions / 

Senator Benper. I have only one. 

Chairman Hut. I have a letter from Dr. Lull, whom we all know. 
He is the present secretary and general manager of the American 
Medical Association. 

I will put this letter in the record at this point. 

(The letter from Dr. George F. Lull above referred to is as follows :) 

AMERICAN MEDICAL ASSOCIATION, 
Chicago, 1U., Febrauray 23, 1956. 
Hon. Lister HILL, 


Chairman, Committee on Labor and Public Welfare, 
United States Senate, Washington, D. C. 


Dear Mr. CHAIRMAN: It is our understanding that S. 3076, a bill designed to 
carry out substantially the President's recommendation for a sickness and dis- 
ability survey, is now pending before your committee. 

The American Medical Association agrees that a survey of the nature recom- 
mended by the President is desirable. We feel that, while adequate data is 
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available nationally with regard to mortality, the lack of uniform reporting 
makes it difficult to coordinate available information on morbidity rates in the 
United States. 

As you know from our previous statements before your committee, we believe 
that an accurate determination of our health status is an essential prerequisite 
to any legislation designed to correct alleged deficiencies. The lack of available 
national information regarding the incidence, causes, and effects of chronic ill- 
ness and disability, has led, we believe, to many proposals concerning which 
there is widespread disagreement. To be most effective, any survey in this area 
should be conducted so that all interested parties can agree substantially with its 
conclusions. Any trace of bias, partisanship, or any suggestion of predetermined 
results in a national survey of this nature, we are convinced, will render it 
useless. 

We suggest, as an alternative to the pending bill, the desirability of one or 
more periodic surveys in accordance with the President’s recommendation. We 
believe that the information developed in an adequate survey should provide 
a satisfactory basis for action for a period of from 5 to 10 years. For this 
reason we recommend amendment of S. 3076 to provide for such periodic surveys. 

I will appreciate your making the foregoing statement of our views a part of 
the record of hearings on this measure. 

Respectfully yours, 
GeEorGE F, Lut, M. D. 

Chairman Hitz. I want to say that Dr. Coggeshall saw a copy of 
this letter only a few minutes before making his statement. I don’t 
know whether he has had time to analyze it or not. I wonder whether 
you would like to make a comment at this time, Dr. Coggeshall. 

Dr. CoaersHaLn. Yes. 

Chairman Hitt. We would like to have your comments or any com- 
ment from any member of your staff. 

Dr. CogcrsHauu. I will be very glad to comment on this letter. 

As you said, I had no time to make a detailed inspection of this 
letter. 

I will say that I have great respect for Dr. Lull. He is a member 
of my medical faculty at the University of Chicago. 

I would say that the American Medical Association agrees, as they 
say in the letter, that a survey is desirable; they are in complete agree- 
ment on the necessity of this survey. There seems to be some dis- 
agreement as to the method I believe, if I interpret their letter cor- 
rectly, that they are opposed to a large comprehensive survey each 
year. 

We are, also. I think it is largely in the wording of the bill that 
the difference arises. They suggest: 

* * * as an alternative to the pending bill, the desirability of one or more 
periodic surveys in accordance with the President’s recommendation. 

That is precisely, as Mr. Perrott points out, what we propose to do, 
so I think the only misunderstanding is in the language. 

Chairman Hiu., The language. 

Dr. CogGEsHaLL. We do not wish a large comprehensive annual 
survey. We do insist that, to get the full value out of this study, there 
must be continuing samplings throughout various parts of the Nation. 

Chairman Hirt. I think what Mr. Perrott said about having the 
enumerators available and on the job all the while is pertinent. If 
we have a survey only every 5 or even 10 years, as Dr. Lull suggests, 
it would mean that we would each time have to get perhaps untrained 
and inexperienced men to do this job. 

And, as you stated, Dr. Coggeshall, your idea is not to have a great 

3 “ 9 3 y £ 
general survey every year but to proceed wisely and cautiously and 
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then, after you get those facts, keep them up to date. Is that the idea 

Dr. CoecrsHati. That is correct, sir. 

Senator Benper. Mr. Chairman, I suggest that Dr. Coggeshall] 
might contact Dr. Lull. Certainly there is a difference here and they 
might resolve their differences. Obviously Dr. Lull feels that there 
is real merit in the proposal here, and if it can be resolved, it should be. 

Dr. CoceesHatyt. I am sure it can, Senator Bender, both for the 
local and national levels. 

Chairman Hix. In other words, as I understand it, there is no 
dispute here as to the need for the data and information and the need 
for the survey. 

The only difference there might be is as to the procedure. 

Dr. CogersHaLt. That is my interpretation. 

Chairman Hitz. And that is my interpretation of Dr. Lull’s letter. 

Well, Senator, are there any other questions you would like to ask? 

Senator Benper. No. 

Chairman Hii. Dr. Coggeshall, is there anything else you would 
like to add? 

Dr. CogcrsHaLu. I believe this covers it thoroughly. I am very 
much in favor of it. I think, as I said, that it is long overdue and 
the sooner we can get into operation, the greater benefits will come 
from it. 

Chairman Hi. We have with us Dr. Scheele, the Surgeon Gen- 
eral of the Public Health Service. 

Would you like to add anything, Dr. Scheele ? 

Dr. Scueetr. Mr. Chairman, I believe that the subject has been ade 
quately covered by Dr. Coggeshall and Mr. Perrott. 

Chairman Hitt. You have the same feeling that Dr. Coggeshall 
has expressed here as to the need for this information, do you 4 

Dr. Scueete. Yes, sir, I do. We have felt for many years that 
such information is necessary. 

You may recall, quite a few years back, we had similar bills in 
Congress. I do not recall now whether the Senate reported the bill 
out or possibly passed it or not; but at any rate it did not pass both 
Houses of the Congress. 

We have felt very much the lack of information in past years. We 
have had to rely on these early data collected in the thirties. We 
used them extensively, knowing full well they were not adequate 
and out of date, and I feel very “strongly that such a program would 
be very worthwhile to everyone. 

Senator Benper. Mr. Chairman, perhaps some member of the panel 
might indicate to what extent the present law is adequate or inade- 
quate for this purpose. 

Dr. CocGEsHaLL. May I refer that to Dr. Scheele / 

Senator Benper. Yes. 

Dr. Scunece. You mean, can we do this under existing authority ? 

Senator Benner. Yes. 

Dr. Scure.e. Well, I think that probably there are portions of this 
we could do under existing law. We can, in the case of cancer, do 
occasional spot checks. 

On the other hand, I think a point of order could be raised if we 
were to go into this thing on a comprehensive scale. We do need 
a clear directive in law, to get into the thing on this seale. 
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Senator Benper. You feel that you want this legislation because 
you feel you cannot do this job properly under existing law and 
authority; you cannot do it adequately under existing law and 
authority ¢ 

Dr. Scureie. That is essentially correct. It would help clarify 
our ability to make contracts. 

I think another advantage of a new law would be the awareness 
of the Congress of the need for it, in the very discussions of the bill 
and the very passage of the bill. 

In other words, we would have a mandate that this is a proper 
activity for us to carry on. 

I doubt that we would get very far “off the ground,” if we were 
to try to accomplish this under existing law. Passage of the bill 
would mean that Congress would be saying to us, “These data are 
very important, and because we don’t know enough about disease 
incidence, we want you, the Public Health Service, to take on this 
type of activity as a major activity in your program.” 

Chairman Hii. Any other questions, Senator Bender? 

Senator Benper. No. 

Chairman Hix. Dr. Coggeshall, in your statement you refer to— 

Specific recommendations for a continuing national morbidity survey, with 
periodic summarization and publication of results, were framed by a technical 
subcommittee charged with this responsibility by the United States National 


Committee on Vital and Health Statistics, established in 1949 by the Surgeon 
General of the Public Health Service. 


It might be helpful for the record if we had the names of the mem- 
bers of that committee and, if their recommendations are not too 
lengthy, it might be helpful if we had that for the record. 

Dr. Coccrsuat. I would be glad to introduce that for the record. 

(The document referred to is as follows :) 







RECOMMENDATIONS FOR THE COLLECTION OF DATA ON THE DISTRIBUTION AND EFFECTS 
oF ILLNESS, INJURIES AND IMPAIRMENTS IN THE UNITED STATES 


(A Report of the Subcommittee on National Morbidity Survey, U. S. National 
Committee on Vital and Health Statistics) 


PART I. 





SUMMARY 


This report contains a review of the needs for statistics on illness in the general 
population, and the current and potential uses of morbidity statistics and related 
data. On the basis of this review and study of the present sources of morbidity 
and medical care utilization statistics, a proposal is made for a national morbidity 
survey to provide needed information on illness in the United States. The report 
describes the data collection mechanism with specifications as to the types of 
data to be secured, the geographic area to be covered, and accuracy of data. 

Part II of this report provides background information and a general frame of 
reference for the parts which follow. Included are statements regarding the work 
of the two earlier ad hoc committees which did certain exploratory work in this 
general area, and the specific charge to this Subcommittee by the United States 
National Committee on Vital and Health Statistics. 

Part III presents an outline of some of the more important current and poten- 
tial uses of morbidity statistics and related data. 

In Part IV there is discussion of the general types of data, the degree of detail 
and the frequency of collection which appear necessary to serve the purposes 
outlined in Part IIT. 

Part V is largely devoted to consideration of the question of whether existing 
programs of data collections can serve to satisfy the needs for morbidity statistics 
which have been identified. First, there is discussion of recent improvements in 
the methodology of data collection in this field. Next, the present sources of 
morbidity and medical care utilization statistics are reviewed and evaluated. 
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Finally, the conclusion is reached that adequate current morbidity data on a 
national basis cannot be derived from any of the present sources. 

Parts VI and VII contain the recommendation that a continuing national mor 
bidity survey be conducted together with proposals regarding the types of data 
which should be collected and a proposed design for such a survey. The recom 
mendations may be summarized as follows: 

1. That a continuing national morbidity survey be conducted which is adequate 
to provide statistical estimates for 50 regions of the country at intervals of two 
years and estimates for the nation as a whole at quarterly intervals. The purpose 
of this survey would be to obtain data on the prevalence and incidence of disease, 
injuries and impairments, on the nature and duration of the resulting disability, 
and on the amount and type of medical care received. The data should be ob 
tained from a probability sample of households. 

2. That a series of special studies be undertaken in addition to the continuing 
national survey. The principal purposes of these studies would be as follows 

(a) To obtain data on undiagnosed and nonmanifest disease, by means of 
laboratory screening, detection, and physical examinations of subsamples drawn 
from the general surveys. 

(b) To provide other types of auxiliary data, and to study methodological prob- 
lems relating to the measurement of morbidity. 


PART II. THE WORK OF PREVIOUS COM MITTEES AND THE TASK OF THE PRESENT 
SUBCOM MITTEE 


Since its establishment in January 1949, the United States National Commit- 
tee on Vital and Health Statistics has given attention on several occasions to 
the need for more adequate national morbidity statistics. Two successive ad 
hoc committees were established by the Chairman of the National Committee 
“to frame the problems in morbidity statistics, including chronic diseases and 
medical care statistics, in order that morbidity data may be directly related to 
demographic factors.” 

In December 1949, the first of these committees made its report which was a 
review of the background of the problem. It also contained an outline of the 
major sources of morbidity and other vital and demographic statistics. The 
broad approach taken by this committee is indicated by the fact that recommenda 
tions were made in the following fields : 

1. Study and revision of reporting system for notifiable diseases. 

2. Adaptation of survey techniques for health purposes. 

3. Chronic disease statistics. 

. Development of standards and definitions for hospital morbidity statistics. 
Study of means of obtaining adequate current population data for small 
areas. 

6. Longitudinal studies. 

7. Place of case registers in morbidity statistics. 

8. Development of mechanism for providing civilian casualty statistics in time 
of war. 

The second ad hoc committee submitted its report in October 1950. This cov- 
ered an almost equally broad area and recommendations were made for further 
study in each of the fields listed above except the last but with the addition of a 
recommendation regarding the development of standards and definitions for 
general morbidity statistics. Moreover, by this time the committee was able 
to take note of several new facts: (1) that a thorough overhauling of the notifiable 
disease reporting system had been initiated by the Public Health Service; and 
(2) that a special Subcommittee on Hospital Morbidity Statistics had been set up 
to which the problem of standards and definitions for hospital morbidity statis- 
tics could be referred. 

Both committees had urged an investigation of the methodological problems 
in the collection of statistics on chronic illness and disability by means of 
surveys. The types of investigations needed were listed under three maior 
headings : 

A. Study of survey techniques. 

B. Investigation of specialized health, hospital and medical records for 
utilization on subsamples of the population. 

C. Investigation of specialized respondents such as physicians for utiliza- 
tion on subsamples of the population. 

Even as these recommendations were being made, moves were under way to 
study all three of these matters in conjunction with surveys in several parts of 
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the country. As will be indicated in Part V of this report, answers to some of 
the methodological questions will soon be available from studies in New York 
City; Hunterdon County, New Jersey; San Jose County, California; and Pitts- 
burgh, Pennsylvania. Other experiments by the Public Health Service and new 
surveys now being planned will provide further information that should lead 
to improvements in techniques. 

With the knowledge that the time was at hand for specific recommendations 
regarding the collection of national data on morbidity and medical care by 
means of surveys, the Chairman of the National Committee established the 
present Subcommittee in February 1951 and charged it with the task of draft- 
ing “a plan for a national morbidity survey keeping in view the interests of 
local areas.” Because of ambiguity in the use of the term, the Subcommittee was 
also asked to consider a definition of “morbidity.” 

The Subcommittee has attempted to fulfill this task. It reviewed carefully 
the reports of the ad hoc committees and attempted to take up where these 
groups had left off. The Subcommittee has studied the needs for morbidity 
statistics, the present sources and their inadequacies, and the type of survey 
mechanism and special studies that would meet the apparent needs. The 
conclusions and recommendations are contained in the sections that follow. 

To the matter of the definition of “morbidity” the Subcommittee gave careful 
attention. No precise limited definition of the term has been made for the 
following reasons: 

1. The term “morbidity” is and should remain a general word to be used to 
designate illness (manifest and nonmanifest), injuries, and impairments. 

2. The definition of the particular morbid conditions that one wishes to count 
or describe in studies and surveys must vary according to the objectives of 
the particular study or survey. Hence, no one definition of a “morbid condition” 
can easily be adhered to. 

3. For any regular program of national morbidity surveys an operational 
definition of what is to be counted or described must be devised. This opera- 
tional definition must be shaped to suit the particular purposes that the statistics 
are to serve and yet must be a definition that can actually be applied in the field. 

4. The task of devising an operational definition will be left to those who will 
carry out the more detailed phases of planning for the program of national 
morbidity surveys. 


PART IIl.. CURRENT AND POTENTIAL USES OF MORBIDITY AND RELATED DATA 


“Morbidity statistics,” as used in this report, means quantitative data usable 
as measures of deviations from health in the general population or in specific 
population groups. The term does not denote any statistics regarding health 
or sickness which, while meaningful for other purposes, cannot be related to a 
particular population at risk. 

The purpose of this section is to outline some of the practical questions re- 
lating to health and medical care which require accurate and detailed morbidity 
statistics for their solution. It is realized that an important element of the 
problem is the specification of the degree of accuracy and detail needed in morbid- 
ity statistics for each of the uses listed. However, discussion of these matters 
has not been attempted in this outline. 

There will be found below a summary of the broad areas in which demands for 
morbidity data exist, as determined from the experience of the members of the 
Subcommittee, from the files of the Public Health Service, from the responses of 
a limited number of potential users of morbidity data who were questioned 
by members of the Subcommittee, and from other sources.’ It must be empha- 
sized that there is no implication intended that all of the data needed can 
feasibly be obtained, nor that collection of data on all the items outlined below 
would necessarily be warranted in a national morbidity survey. 

The categories in the outline are not intended to be mutually exclusive in every 
instance. 


Broad areas of need for morbidity statistics and related data 


A. Statistics for use as a guide to administrative planning and evaluation 
of official and voluntary programs in the field of health. 


1It is believed that a more complete and representative survey of the needs of potential 
consumers for morbidity data should be made. To do this task thoroughly would require 
more time and resources than the Subcommittee has available. However, certain letters 
and other evidences of needs and uses of morbidity statistics on the general population 
collected by the Subcommittee are on file. 
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In this area morbidity statistics would be used directly for the purposes at 
hand. 
Examples in this area are: 


(1) Use of various measures of morbidity and disability for ranking 
of problems of public health in order of importance and, in general, for 
determining how resources should be divided among numerous programs 

(2) Checking on the adequacy of reporting of notifiable diseases and 
establishing baselines of endemic prevalence. 

(3) Provision of quantitative data for planning new programs of control 
and for estimating probable maximum expenditures needed for such pro 
grams. 

(4) Determination of trends in incidence and prevalence of specific dis 
eases for evaluation of the effect of preventive and therapeutic innovations 

(5) Cohort-type studies for evaluation of preventive and therapeutic 
measures. 


B. Statistics for the evaluation of the current morbidity experience in relation 
to the provision of medical and dental services, facilities and personnel for 
meeting the health needs of the nation or of a community. 


C. 


(1) Provision of quantitative information on which to base sound esti 
mates of needs for general, chronic and other special hospital facilities, 
nursing home beds, and home care facilities, either in the nation or in 
particular localities. 

(2) Estimation of the numbers of persons requiring particular rehabilita- 
tion services, to assist in planning for the provision of such services. 

(3) Statistics on the frequency of chronic disease, injuries, and resulting 
disability, for use in considering the cost of extending the scope of medical 
eare insurance or compensatory insurance of various types. 

(4) Numbers of persons covered by various types of insurance plans, and 
amounts spent and methods of payment for medical care, so that study of 
the economics of medical care may reflect modern conditions. 

(5) Statistics on the use of medical services and personnel in various 
income and occupation groups, for establishing the actuarial base of new 
insurance plans designed to cover the medical expenses of particular groups 
of the population, such as the members of a fraternal order. 

(6) Statistics on the various categories of disease and on the receipt of 
medical care, to be used to guide the planning of medical and nursing educa- 
tion by indicating where emphasis in education can most usefully be placed. 
Statistics for medical research. While morbidity statistics from surveys 


of the general population cannot usually be used to make conclusive tests of 
hypotheses in medical research, they can be useful in suggesting hypotheses for 
further testing and in providing other aids to research. Examples in this area 
of use are: 


(1) The provision of rosters of cases for the intensive investigation of 
disease etiology. 

(2) Information on the association between the incidence or prevalence 
of various diseases and demographic factors, such as age, sex, marital status, 
occupation and economic status. 

(3) Provision of data to help research workers in the field of preventive 
medicine select segments of the population having the greatest risk of de- 
veloping specified morbid conditions, thereby permitting the selection of 
smaller groups for followup in tests of preventive measures. 

(4) Statistics on the prevalence of certain diseases, for use in estimating 
gene frequencies in the population. 

(5) Geographic distribution of diseases, such as allergic conditions, nutri- 
tional diseases and nephritis, to provide clues as to etiology. 

(6) Description of the natural history of diseases, both acute and chronic, 
in representative samples of the population to provide more quantitative 
knowledge of the preventive aspects of the disease as it occurs in nature. 


D. Statistics relating to certain manpower problems and civilian defense. 
Both civilian and military agencies concerned with problems of manpower and 
civil defense need information on the physical fitness of the population and the 
numbers of persons falling into various categories by type and degree of dis- 
ability and occupation. Examples in this area are: 


(1) Information on absenteeism resulting from disease and injury, for 


use in estimating economic loss to industry through various types of 
morbidity. 
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(2) Information on the numbers of persons with chronic diseases and 
handicapping conditions by type of disease or handicap, and the employment 
status of such persons, for use in estimating potential additions to the labor 
force. 

(3) Similar information on young men of draft age, for estimates of 
numbers who might be drawn into the Armed Services in limited duty 
categories. 

(4) Data on the morbidity rates of handicapped persons as compared 
with the nonhandicapped; data on the personnel and facilities required to 
correct handicaps that are subject to correction, for the use of industry 
and the Armed Services. 

(5) Statistics to answer the following types of questions for civilian 
defense agencies: (a) What proportion of physicians and nurses are physi- 
cally fit so as to be available for duty in the event of bombing attacks or 
for other types of disaster? (b) What proportion of the general population 
in an area would need special attention because of disability in making 
plans for evacuation of the population in anticipation of, or following, 
bombing attacks? (c) What proportion of the population could be con- 
sidered suitable as a potential source for providing blood? (d) What 
proportion of the population would require special attention such as extra 
rations or vitamin supplies, in planning for the nutrition needs of a bombed 
area? (e) In the event that evacuation camps are established, what pro- 
portion of the population of these camps would require such drugs as insulin 
for diabetes or liver extract for pernicious anemia? (f) What are the 
endemic levels of the incidence of nonreportable acute diseases, such as 
gastroenteritis, in planning for defense against biological warfare? 

(6) Incidence of chronic disease in older workers, for the use of industrial 
firms interested in knowing the risk in employing such workers. 

EK. Statistics for the use of drug firms and appliance manufacturers in esti- 
mating markets for particular preparations or appliances. This use requires 
not only the usual types of information on incidence and prevalence of diseases, 
injuries, and impairments, but also statistics on the current utilization of medical 
services of various types, for example, frequency of particular operations, and 
also frequency of prescriptions and of use of hearing aids, artificial limbs, and 
so forth. Incidence and prevalence of disabilities by part of the body affected 
are frequently needed. 

F. Statistics for public health education programs. This is one of the most 
frequent of the types of request for statistical information received by health 
agencies. Examples in this area of use are: 

(1) Estimates of the national incidence of accidental injuries by type 
and degree of disability caused, for accident prevention agencies; estimates 
of the prevalence of cerebral palsy, multiple sclerosis, blindness, deafness, 
and many other diseases and impairments, for voluntary health agencies 
concerned with these conditions. 

(2) Similar information for use in advertising campaigns with a public 
health education objective. 





PART IV. TYPES OF DATA, DETAIL, AND FREQUENCY OF COLLECTION REQUIRED 





General morbidity data 

A minimal adequate program to provide statistics for the uses listed in Part 
III would necessitate collection of data of national scope on incidence, prevalence, 
and the duration of disability for the major categories of disease and impair- 
ment. The data should allow subclassification by sex by several age groups, and 
by employment, educational, income, and occupational status, and should have 
sufficient regional geographic detail to be usable by the health officers of States 
or cities. 

The amount of diagnostic detail required varies greatly with the particular 
application. A classification by major diagnostic categories would probably 
be sufficient for a general appraisal of the principal health problems in an area, 
as mentioned under heading A of Part III. With some diseases, much more 
detail would be needed in order to provide background data for estimates of 
the professional services and facilities needed in a program of prevention and 
care. For many of the uses described in Part III, it appears that the data 
should include undiagnosed illness. Nonmanifest disease or heretofore unrecog- 
nized cases of disease should also be included, at least insofar as appropriate 
followup measures can be specified. 
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In order to be most useful, the general morbidity data must include mor 
than simple incidence and prevalence rates. The data must describe: 

1. Some of the facts about the natural history of morbid conditions, such as 
duration, type, and extent of incapacities (both primary and secondary). 

2. Some of the facts about the social consequences of morbid conditions, such 
as: changes in employment status, source of support, housekeeping assistance 
and nursing service required. 

3. Morbidity indices should be related to data concerning membership in pre 
paid health insurance plans, and the types and amounts of services received 
from such plans. 

4. The data should include information on utilization of medical services 
and facilities. The following types are of interest : 

(a) Physician’s services (classified as to home visits of general practi 
tioners, office visits to general practitioners, office visits to specialists, hospi 
tal visits of physicians of all types). 

(b) Dental services (classified as to visits to general practitioners, visits 
to specialists). 

(c) Nursing services (classified as to home visits, services in hospitals, 
services in other institutions). 

(d) Hospital services (classified as to services in general, tuberculosis, 
mental, and other types of hospitals, and “near hospital” care, such as nurs 
ing home care and convalescent home care). 

5. Another axis of classification of the medical services and facilities is also 
frequently needed : 

(a) Preventive services (classified as primary: prevention of disease oc 
currence; and secondary: prevention of disease progression by periodic ex- 
aminations, prevention of sequelae, and other preventive services). 

(b) Diagnosis and treatment services (classified as to inpatient and out 
patient services). 

(c) Rehabilitation services (classified as to inpatient and outpatient 
services). 


Frequency of collection 

The requests for data cited in Part III do not specifically mention any particular 
frequency of collection that would be desired. It is to be noted, however, that 
practically all the data requested are for the purpose of future planning of some 
kind. Thus, the requests are predicated on the assumption that the data would 
be current, or least sufficiently up to date so that plans for the future could 
safely be based upon them. How up to date the data need be in practice depends, 
of course, on the rapidity with which changes in morbidity or in the major health 
problems occur. This will vary from item to item. 

An efficient program of data collection to meet the requests in Part III should 
have the following features. It should permit the publication of basic data on 
the prevalence and incidence of disease, injuries and impairments, on the nature 
and duration of the resulting disability, and on the amount and type of medical 
care received, at intervals of two years. The program should also have con- 
siderable flexibility for the following reasons: 

1. For some data, publication at less frequent intervals than two years will be 
adequate. The program should permit such data to be obtained at relatively little 
extra expense. 

2. Although it is possible to rank the various requests for data, at least roughly, 
in their order of importance at the present time, this ranking will change as time 
proceeds. The program should make it possible to obtain, at relatively short 
notice, data which become of paramount importance. 

3. In the event of an intensification of the international crisis, there may be a 
sudden demand for data at more frequent intervals or for certain specific data 
at very short notice. ; 

As will be discussed in Part VI, these considerations point toward a continuous 
program of data collection, rather than toward a rigid, intermittent schedule 
of surveys any two or five years apart. 

Geographical detail 

Most of the needs for morbidity data, of which the examples in Part III are 
illustrative, are encountered on national, regional, and local levels; therefore 
data are necessary that will have sufficient geographic specificity to be useful at 
all of these levels. The designation of the degree of geographic detail in which 
statistics are required for the purposes of, let us say, the Health Officer of a 
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city is, of course, a function of the accuracy demands of the particular job. 
However, the specification of desirable geographic detail is further complicated 
by a lack of data on the geographical variation of the common indices of mor- 
bidity. If a particular index is relatively stable from one area to another, then 
obviously the Health Officer’s needs may be adequately served by population 
rates for all cities of the size of his own in the broad geographic region of the 
country in which the city lies. On the other hand, if geographic variation is 
very great, perhaps nothing will serve the Health Officer but data specifically 
relating to his own city. For the time being this matter must be settled on the 
basis of the judgment of experts unsupported by evidence. Such judgment will 
seek to find a reasonable compromise between the ideal of great geographic 
detail and the practical dictates of cost. As is well known, the cost of obtaining 
the data increases rapidly with the geographic detail required. 

Individual studies 

Several of the examples cited in Part III would require specialized studies 
which have little relation to one another or to a national program of data 
collection. Examples are: the provision of rosters of cases for investigation of 
disease etiology [C (1)], and statistics to indicate the proportion of physically 
fit physicians and nurses [D 5(a)]. Such studies would be best conducted indi- 
vidually by the interested bodies. 

Interest has also been expressed in studies showing: (1) the modifications 
brought about in the usual course of chronic diseases by adequate professional 
care; and (2) the manner in which some of the social consequences of prolonged 
illness may be avoided and economic savings brought about by adequate medical, 
social, and rehabilitation services. However, the Subcommittee felt that these 
were beyond the scope of its assignment. Such investigations should be made 
by means of independent studies. 

The use of the indices of morbidity and medical care produced by this survey to 
estimate the personnel, facilities and services required in meeting the health 
needs of the nation or of a community presents difficult problems. No single 
approach to such estimation is ideal but several methods may be considered. 
These are discussed in the Appendix. 





PART V. REVIEW OF PRESENT SOURCES OF NATIONAL MORBIDITY STATISTICS 





Those unfamiliar with sources of morbidity statistics relating to the general 
population sometimes have the impression that there is no dearth of estimates 
of the prevalence of various diseases and impairments. Speeches by public offi- 
cials, testimony before Congressional committees, reports of conferences and 
statistical “fact’’ books are full of estimates that might seem to satisfy the needs 
for such statistics. If the genealogy of these estimates is traced back (and their 
lineage is often complex), a remarkably high proportion of them are found to 
have descended from the findings of the National Health Survey of 1935-36. 


The National Health Survey 


This survey was an attempt on the part of the Public Health Service to find out 
the number, age, sex, income level, and occupation of people in the urban popula- 
tion of the United States who had experienced disabling illness within the 12 
months prior to the visit of an interviewer or who at the time of the interview 
were believed to have a specified chronic illness or impairment (whether dis- 
abling or not). The Survey, despite its magnitude (737,000 households) and 
complexity was a very well planned project. The staff included many competent 
statisticians and, because of the prevailing labor market and the cooperation of 
the U. S. Employment Service and the WPA, it was possible to obtain a rela- 
tively high grade of workers for interviewing, coding, and so forth. Though 
critics have lately pointed to a number of shortcomings of the survey plan, the 
knowledge of survey design upon which these criticisms are based was, for the 
most part, not available to those who did the planning. The period 1935-1950 
was one of very rapid development in all phases of the science of data collection 
in population surveys. 

There is no question but that the data from the National Health Survey have 
been put to very wide use. Owing to the lack of really appropriate statistics, 
the information has been made to serve purposes for which it was not well suited. 
Dr. Leonard A. Scheele, Surgeon General of the Public Health Service, in testi- 
mony before the Subcommittee on Health of the Senate Committee on Labor 
and Public Welfare (August 23, 1951), stated as follows: “In the past 15 years, 
findings from the National Health Survey of 1935-36 have formed the basis for 
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about two hundred reports, articles, and comparative studies. The survey data 
have been used to project estimates for more recent years and for individual! 
communities in an attempt to measure needs for hospital and other facilities and 
community services. Many of the National Health Survey figures are of som 
what doubtful applicability to present-day conditions.” 

The extensive use of that material right up to the present time, even by peop! 
who were aware of the risks involved in using it, is of itself a strong indication 
that morbidity statistics are in great demand. 


Advances in sampling and survey techniques 


No survey of national scope undertaking to obtain more than a few very lim 
ited items on illness and its consequences has been made since the National 
Health Survey. However, public health and sampling statisticians are now 
in a much better position to say how a comprehensive survey or surveys should 
be planned in order to produce useful and accurate data. The following areas 
of advance are illustrative: 

1. From the uses to which the results of the National Health Survey and 
other studies have been put we have learned more about the types of data it is 
necessary to have in a well-rounded program of collection. 

2. Much has been learned from research done in Census work and in non 
Governmental fields about better methods of eliciting accurate data by means 
of questionnaires and interviews. In the design of schedules there have been 
some marked improvements. 

3. The developments in mass X-ray surveys and the use of multiphasic screen 
ing techniques have taught us a great deal about the problems of detecting 
nonmanifest disease. Experiments with the use of symptom schedules have 
had some success in picking out persons who are in need of medical care but 
who for one reason or another have not sought medical assistance. 

4. Longitudinal and cohort-type studies have provided new information about 
the characteristics of illness, particularly chronic illness, the frequency of dis 
abling attacks, the clustering within households, and similar data. The expe 
rience in these intensive studies will prove useful in designing the more extensive 
type of survey, 

5, The very rapid advances that have been made in the development of 
applied sampling theory have showed how it is possible to design probability 
samples of human populations that provide much greater sampling precision 
per dollar expended, and during this development of theory there has been 
a wholesome emphasis on making the theory and the field application coincide, 
The growing realization that all sources of error, and not alone that which 
is due to sampling, must be considered in planning and kept under control is 
particularly important for illness surveys. 


Other recent studies 


Several studies recently completed, in planning, or underway will add some 
rather specific methodological results in the field of the measurement of illness. 
Among these studies are: 

1. The Baltimore Eastern Health District Study in which the white population 
of a sample of 35 blocks in the health district was studied for periods up to 5 
years (1938-1943). Actually 17 of the blocks were included in the study for 5 
years, another 17 were included for 3 years, and one block was dropped early 
in the third year of study. A small corps of well-trained interviewers made 
monthly visits to all families residing in the blocks at the time of the visits. In- 
formation was obtained on illnesses or injuries that had occurred since the pre- 
vious visit and on all medical care, including preventive services received in the 
interval. Any responsible member of the family who happened to be present 
was accepted as the respondent. Diagnostic information on cases of illnesses 
that had been attended by a physician was checked with the physician or with 
hospital or clinic records. The study, which was jointly financed by the Public 
Health Service and the Milbank Memorial Fund, has provided data for a large 
number of special statistical investigations among which are several which will 
contribute to our knowledge of how to make more accurate surveys of the less 
intensive type in the future. It was found, for example, that many of the 
chronic diseases present in the population at the time of the first visit were not 
brought to the attention of the interviewer until the family had been visited six 
or more times. It was probably the occurrence of a disabling attack that led 
to the first reporting of many of these diseases, but because of the length of time 
that the families were followed it is likely that nearly all serious chronic dis- 
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eases present were eventually picked up. To mention only one other of the 
numerous varieties of investigation that has been made, it has been possible to 
study the course of chronic illness in terms of frequency and distribution of 
disabling attacks. New studies of these Eastern Health District data will con- 
tinue to appear for many years. 

2. The California Morbidity Research Project is being conducted by the State 
Health Department with the assistance of the Bureau of the Census and under 
a grant from the Public Health Service. The objectives of the project are the 
study of (a) methods of obtaining data on illness and disability from population 
surveys based on objective sampling methods, and (b) methods of using data aris- 
ing from administrative programs, in conjunction with population sample surveys, 
for special purpose studies or statistics. In San Jose, California, an intensive 
pilot study has been carried out in which the interview method and the diary 
method of collecting illness data have been compared, a number of aspects of 
diary-keeping have been investigated, and the effects of the interviewer and the 
respondent upon the data have been evaluated. Making use of the findings of 
the San Jose study a Statewide survey is soon to be undertaken, both as a demon- 
stration of the methods and also for the purpose of making further method- 
ological tests. 

3. The Special Research Project of the Health Insurance Plan of Greater New 
York will provide as a byproduct some useful comparisons of illness data from 
an interview and from the records of a broad coverage medical care plan. This 
project is financed by grants from the Commonwealth Fund and from the Rocke- 
feller Foundation, It includes (a) a household interview with each of a sample 
of 5,000 families insured under the plan; (b) an identical household interview 
with each of a sample of 5,000 households representing a cross section of the city 
of New York; and (c) an analysis of accumulated experience of individuals and 
families with utilization of medical services as revealed by the records of the 
plan. Diagnostic information obtained in the interview can be compared with 
records of the plan, and a similiar comparison can be made for rates of utilization 
of medical services, thus providing a basis for calibration of the results obtained 
in household surveys. Variation among interviewers can be studied, and also the 
effect of memory failure of the respondent can be measured for illnesses attended 
by a physician. Furthermore, since the cost of the service has been removed 
as a determining factor, the utilization rates for persons covered by the plan 
will be of great value in helping to determine what medical care is required 
for persons with specific conditions. 

4, Surveys sponsored by the Commission on Chronic Illness will make use of 
all methods of measuring chronic illness in the population. In Hunterdon 
County, New Jersey, a symptom questionnaire was provided for each adult to be 
filled out by himself, a sample of families has been interviewed, and subsamples 
of those with and without manifest chronic disease will be screened by means 
of diagnostic tests. Thorough physical examinations will also be given and 
histories taken. These should supply some particularly useful experience on 
the measurement of needs for medical care. <A similar study to be conducted in 
Baltimore, Maryland, is now getting under way. 

5. The Pittsburgh Arsenal Health District Studies, being carried on by the 
Graduate School of Public Health of the University of Pittsburgh, will concen- 
trate upon the familial aspects of illness but will also investigate methodological 
problems in household illness surveys. The field work for the first of these 
surveys, involving a sample of several thousand households from a section of 
the Arsenal Health District and a one-percent sample of the remainder of the 
city of Pittsburgh, has now been completed and analysis of some of the results 
have begun to appear. 

6. Other studies that contribute to the methodology of morbidity surveys are 
(a) the series of small experiments being conducted by the Division of Public 
Health Methods on memory for illness, respondent bias, interviewer variation, 
accuracy of household report of diagnosis, and existence or nonexistence of 
records carrying a diagnosis in the offices of general practitioners; (b) the very 
intensive study of home injuries carried out by the School of Public Health of 
the University of Michigan in Washtenaw County; (c) the interesting trial of 
collection of national data on the incidence of attended illness from a country- 
wide sample of physicians, which is being undertaken by the Research Depart- 
ment of Modern Medicine Publications, Inc.; and (d@) the surveys of unmet medi- 
eal care needs in rural areas of Michigan, Ohio, and other areas, making use of 
the symptom schedule developed by Hoffer, Schuler, and others. 
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When the results of the above-mentioned studies and projects become avail 
able we should know a great deal more than we do now about the relative value 
of various procedures for the measurement of illness. 


Vorbidity statistics applicable to large segments of the population 


Before considering the types of additional data that should be collected to 
meet the needs for national statistics described in Part III of this report, it is 
essential to review the present sources and to determine the extent to which 
these sources are capable of filling the needs. The National Health Survey of 
1935-1936 has already been mentioned. It has a number of inadequacies for 
current use. In the first place, the survey was based almost entirely on urban 
populations. Hence, national estimates may be quite far in error because of 
the failure to take into account differences between urban and rural morbidity 
In the second place, many important changes have taken place in the distribu- 
tion and characteristics of the population since 1936, and there have been alter 
ations in the patterns of provision of medical care and in methods of prevention 
and treatment of illness. These alone would be sufficient to make the results of 
the National Health Survey out-of-date, but in addition a world war has inter- 
vened leaving in its wake not only a large number of service-connected disabili- 
ties but also other less obvious scars which may not even be detected for a num- 
ber of years. Finally, current needs for statistics are different and data from 
the National Health Survey are not available in the proper form to answer 
today’s questions. To suggest that the country continue to base important 
decisions on statistics that are over 15 years old would be a poor recommenda 
tion, even if the statistics were well suited in other respects to the problems 
at hand. 

One other source of national statistics has also been mentioned briefly—the 
Modern Medicine Physicians Panel on Medical Treatment (see “Other Studies” 
above). This must be considered for the time being a completely unproven 
mechanism which may turn out to be capable of providing national estimates 
(and possibly some regional estimates as well) of the incidence of attended 
illness by diagnosis in some detail. It may also supply useful information on 
the types of attending physician, and the types of drugs and other treatment 
prescribed. Whether it will show rates for population characteristics other 
than age and sex is not yet known. The statistics are based upon a report of 
the practice of a national sample of physicians for one full week in each three- 
month period. 

Despite their vintage, mention should be made of the studies conducted by the 
Committee on the Costs ef Medical Care in 1928-1931. The detailed information 
on morbidity and utilization of medical services from the survey of 9,000 families, 
and the estimates of medical care needs made by Lee and Jones were not dupli- 
cated in the later and larger National Health Survey. Consequently, the studies 
of the Committee on the Costs of Medical Care continue to provide the only 
source of certain very useful types of statistics. The 23 papers by 8. D. Collins 
on morbidity and medical care utilization rates from the household survey have 
been widely used. The Lee-Jones estimates are still consulted although their 
inapplicability to present conditions is obvious. 

Other significant sources or potential sources of morbidity statistics may be 
classified as follows: 

A. The notifiable disease reporting system (including 
cancer, rheumatic fever, and other diseases in some States). 

B. Data accumulated as a by-product of insurance and prepaid medical care 
plans. 

1. Sick benefit associations, group health and accident insurance. 

2. Prepayment medical care plans (Health Insurance Plan of Greater New 
York, Permanente Health Plan, industrial plans, union plans, and others). 

3. State disability insurance plans (Rhode Island, California, New Jersey, 
New York and Washington). 

4. Life insurance companies (results of physical examinations). 

5. Hospitalization insurance plans (Blue Cross, etc.). 

6. Railroad Retirement Board plan. 

©. Tax-financed public assistance and medical care plans. 

1. Programs providing all or a part of the medical services required by 
recipients of: old-age assistance, aid to dependent children, aid to the blind, 
aid to the permanently and totally disabled, and general public assistance 
(whether by capitation or fee-for-service). 

2. Armed services sickness and medical care statistics. 


industrial diseases, 
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3. Admission or discharge or other hospital statistics for Veterans Admin- 
istration, Public Health Service, and Indian Service hospitals. 

D. Other hospital and clinic admission and discharge records (New York City 
Hospital Morbidity Reporting Project). 

E. Absenteeism records. 

1. In industry 
2. In schools 
F. Routine physical examinations 
1. In industry 
2. In sch ois 

G. Records of physical examinations of Selective Service registrants. 

H. Case-finding programs, multitest screening programs, case registers. 

I. National surveys using the schedule of the Census Bureau’s Current Popu- 
lation Survey. 

J. Local surveys. 

K. Miscellaneous sources (data on the back of birth certificates, motor-vehicle 
accident reports, industrial injury reports). 

This list may not be complete, but it does include the major sources now pro- 
ducing records that are or might be usable for statistical purposes. It would be 
impossible to discuss each one of them here, but certain characteristics of these 
sources can be considered from the standpoint of their usefulness for serving 
national needs. 

The nature and scope of the data supplied by the notifiable disease reporting 
system are well known; hence, this source may be passed over here with the 
comment that, though the reporting system is indispensable, the diseases reported 
constitute only a small fraction of the total illness experienced by the general 
population, no matter which.of the common units of measurement is used for the 
comparison. 

Turning to the sources in Category B, it must first be stated that, with the 
possible exception of State disability insurance plans, all of these have a com- 
mon limitation. This is the factor of self-selection in the coverage. In some of 
the plans, by virtue of the fact that coverage is automatic for large groups, this 
factor is less important, but one still cannot use the data to make probability 
estimates for the general population. 

In the State disability insurance Plans, coverage is complete for certain legally 
defined classes of the population. 

Another more serious limitation of the sources in category B arises from the 
restrictions in the type of illness covered by the insurance and the termination 
of benefits under the plans after a certain number of weeks have elapsed or a 
certain number of dollars have been paid. Only the broad-coverage prepayment 
plans, of Which the Health Insurance Plan of Greater New York and Permanente 
Health Plan are given as examples, do not suffer from this limitation. 

For the most part, data from these insurance plans relate to attended illness. 
Despite the limitations, however, some sources in this category have proved very 
valuable. As an example we may cite the Public Health Service statistics on 
industrial sickness absenteeism in a group of reporting organizations made up of 
mutual sick benefit associations, group health insurance plans, and company re- 
lief departments. The data are limited to sickness and nonindustrial injuries 
causing absence from work for 8 consecutive calendar days or longer. With the 
exception of the reports of illness in the armed services, these represent the longest 
series of comparable illness statistics published in the United States, going 
back as they do to 1920. 

The value of the records of broad-coverage prepayment plans for special studies 
of attended illness and the utilization of medical care has been referred to pre- 
viously. 

Sources in category C are limited to special groups of the population which are 
entitled to financial assistance or free medical care because of special legislation. 
The Army and Navy sickness and medica: zare statistics are the most compre- 
hensive statistics of the sort available on any group in the United States. Many 
special studies of importance have originated from these sources, but, in gen- 
eral, the lack of representativeness of the groups included in Category C is a 
major limitation to their use for most of the purposes we have listed in Part 
IIT. 

When hospital admission or discharge records are collected for all of the hos- 
pitals in a large city (as was done in New York City by the Welfare Council in 
1933) so that it is possible to relate hospitalization to a population-at-risk, the 
statistics can be useful in indicating differentials in frequency of hospitalization 
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in different segments of the population. While hospitalized illness represents only 
a small fraction of all illness receiving medical care and there is undoubredly 
greut Variation from one economic or social stratum to another in the types and 
severity of cases that are hospitalized, nevertheless, hospitalization rates by 
diagnosis, age, sex and other characteristics of the population are much in de 
mand for use in planning for facilities, services and personnel 

It should be remembered, however, that hospital admission or discharge rates 
reflect only usage of hospital facilities and must be supplemented by some kind 
of independent estimates of demand in order to be helpful in planning 

Mental hospital statistics are currently providing our only national data on the 
magnitude of the problem of mental illness. Strenuous efforts are now being 
made by hospital administrators and statisticians under the leadership of the Na 
tional Institute of Mental Health to improve the statistics. Only a greater num 
ber of beds and more medical personnel will remove one basic limitation which is 
that the rates are largely determined by the availability or lack of availability of 
hospital care. 

Another use of hospitalization statistics related to a known population base 
is for obtaining rough rates of incidence for diseases that are rare and severe. 
Recent interest in aplastic anemia, for example, has led to a search for hos- 
pitalized case data in a known population. 

Absenteeism records and routine physical examinations vary creatly in 
quality and usefulness. Only a few studies of school absenteeism could be said 
to have contributed to the kinds of needs for statistics mentioned in this report. 
The pitfalls are: inaccurate diagnostic information, lack of complete seasonal 
coverage, difficulty in distinguishing between absence for illness and absence 
for other reasons, peculiar distributions by days of the week, and the interrup- 
tions caused by week-ends and holidays. It should be possible, however, to use 
absenteeism on a day-to-day basis as an early index of epidemics, though the 
necessary degree of cooperation has in the past proven difficult to maintain. 
(The cause of the epidemic would probably have to be determined by independent 
investigation. ) 

School physical examinations are usually a poor source of information on 
the health of children. Here and there one hears of communities that have 
improved the examination procedure and made real use of the results, but 
recent efforts to use the records from the routine examinations for statistical 
purposes are rare. 

Physical examinations in some industries and also in other programs, such 
as that of the Farm Security Administration, have been the basis of a large 
number of special studies. When the examinations are uniformly and thoroughly 
carried out, and when there is not too great a factor of selectivity determining 
which individuals come for examination, the compilation of statistics from the 
results is very worthwhile. With a few exceptions, however, the programs of 
physical examinations are restricted to the employees of a particular plant 
or industry, and there is no basis for generalization of the results. Further 
more, the type of information that is obtained from the usual physical examina- 
tion is not particularly valuable for the uses listed above. This is because the 
examination identifies various conditions that may be indicative of the existence 
of disease, conditions such as hypertension, anemia, overweight, refractive errors, 
and so forth, but the results of follow-up to determine diagnoses are only rarely 
available. Nor is it usually possible to determine from the records what medical 
‘are has been received for the conditions discovered. 

The same can be said for the Selective Service examination records. The 
interpretation of the voluminous data from this source has been a subject of 
controversy. To what extent do they reflect poor health in the age groups of the 
registrants? What is the effect of changing standards for admission on the 
recorded information? What is the effect of differing practice from one induc- 
tion center to another? The concensus of statisticians seems to be that only 
the most limited generalizations are possible. 

Category H is intended to cover the programs which have case finding and 
case following as their objective. Some of these, such as the mass chest X-ray 
screening, have reached millions of people. In all of them the use of the results 
for purposes of measurement is plagued by one great question: What about the 
people who chose not to be examined, Recently there have been several studies 
aimed at determining the characteristics of those who did not appear for screen- 
ing. There had not been any instance prior to 1952 of an integration for measure- 
ment purposes of multitest screening with other measuring techniques. Before 
long, however, we shall have the results of the surveys of the Commission of 
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Chronic Illness. (See above.) It seems likely that the combination in one 
survey or series of surveys of multitest screening with physical examinations 
and interviewing (i. e., disease detection examinations) offer the greatest promise 
for providing morbidity data of the breadth required to meet the national needs. 
Such studies as are now under way are local in nature, but they will teach us 
a great deal about the feasibility of applying the same methods in more extensive 
surveys. 

The number of diseases for which there exists a screening test that can be 
carried out on a mass scale is still small, and the efficiency of the screening tests 
now in use (their ability to pick up a large proportion of existing cases wtihout 
too many false positives and false negatives) is not accurately known. Much 
work is yet to be done in this field, but the technique of mass screening, devised 
for case-finding, may eventually extend greatly the usefulness of morbidity 
statistics. 

Surveys remain the most useful, flexible, and in many ways the most reliable 
source of statistics on morbidity and utilization of medical services. They are 
also, unfortunately, the most expensive source in cost per case of illness discov- 
ered. Nevertheless, there is one survey based on an accurately representative 
national sample which can provide estimates for a limited number of items at a 
very reasonable cost. This is the Census Bureau’s Current Population Survey 
(CPS). The monthly visiting of a sample of approximately 25,000 households, 
carried on by the Bureau, is primarily for the purpose of collecting economic and 
demographic data on the labor force, such as unemployment. movement in and 
out of the labor force, hours of work, and so forth. It is possible to add to the 
schedule of this interview, by arrangement with the Census Bureau, a maximunyr 
of, perhaps, six to ten questions on any subject of importance to the Government, 
providing, of course, that the questions only require information that the house- 
hold respondent, usually the housewife, can supply. On several occasions this 
means has been employed to obtain some limited data on morbidity. Over a 
period of time the CPS could be used to accumulate a fair volume of mor- 
bidity statistics relating to the noninstitutional population of the United States. 
The source has, however, the following drawbacks: (1) the sample was designed 
to produce only national estimates whereas morbidity statistics are needed at 
least on a regional basis: (2) the amount of information that can be collected in 
any one survey is very small and the calls upon the CPS by various agencies of 
the Government are so humerous that the monthly survey is usually booked up 
well in advance; (3) the population of resident institutions is not covered in 
the surveys, but it should be possible to sample such institutions separately; (4) 
the Census Bureau would have difficulty training and maintaining a staff of 
the specialized coders who code causes of illness and, consequently, the studies 
conducted so far have had to be designed to avoid this coding. (If a regular 
program of surveys were conducted, this last difficulty could probably be over- 
come by detailing coders to the Census Bureau. ) 

The outstanding advantage of the morbidity estimates supplied by the CPS 
is that an estimate of sampling error can also be provided, owing to the fact 
that the 25,000 households constitute a probability sample. Furthermore, 
interviewers are carefully trained, and the Census field offices provide good 
supervision. Results are available relatively promptly. 

In conclusion, one opinion sometimes heard is that it should be possible to com- 
bine data from these many existing sources, including the notifiable disease re- 
ports, to make a comprehensive body of statistics on disease incidence and prev- 
alence in the United States. A little study indicates that this cannot be done. 
Not only are there serious gaps (particularly in information for rural popula- 
tions), but also the difficulties in putting together statistics from such a wide 
variety of sources with differing definitions, completeness of coverage, systems 
of classification, and so forth, are overwhelming. 

Nevertheless, if the fragmentary sources listed above are looked upon as sup- 
plementary information to be used for improving the accuracy and scope of data 
obtained from national surveys, they offer many possibilities. Some of the 
potentialities of the use of existing records as auxiliary to a survey are being 
explored in the California Morbidity Research Project. (See above.) 

We must conclude, however, that it is not possible to fill the urgent needs for 
national statistics on the incidence and prevalence of diseases, injuries, and 
impairments and on the utilization of medical services by relying solely upon 
records now being collected or data currently available. 
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How other countries have met this problem 


Three other countries are now engaged in the collection of national morbidity 
data by means of surveys. These countries are: Canada, Denmark. and Great 
Britain. In the case of the first two countries the surveys have a limited 
duration while the Survey of Sickness in England and Wales is a continuing 
program. 

The Canadian Sickness Survey, for which the field work is now complete, 
involved the visiting at intervals of a month of some 10,000 households scattered 
throughout Canada. The survey lasted a full year and was expected to cost in 
the neighborhood of $500,000. The following quotations from an article in the 
bulletin of the Canadian Department of Health and Welfare (December 1950) 
describe the type of data to be obtained and the general objectives of the survey 

“Some of the important information that is expected to emerge from the 
survey will include the amount and distribution of acute illness for the survey 
year in various sections of our population—how much time is lost and how 
much it costs. Much information on the extent and nature of chronic illness 
such as arthritis, diabetes and cancer will also be determined along with the 
amount of disability and cost involved in treating and caring for such conditions 

“As well as learning much about various communicable diseases (measles, in- 
fluenza, etc.) and noncommunicable diseases such as arthritis, cancer and high 
blood pressure, the groundwork will be laid for more detailed research projects 
into various aspects of the diseases .. . 

“Public health authorities have realized for many vears the shortcomings of 
our current knowledge of acute and chronic sickness and disability, so that a 
need for such a survey has existed for some time. Some statistics on illness 
have been available for years in the form of communicable disease reports, in- 
dustrial sickness reports and hospital records, but these figures have often been 
far from complete. They have not, in any case, represented an accurate total 
of Canadian illness. Health authorities feel that a more accurate knowledge 
of the health and sickness of Canadians is indispensable for mapping public 
health plans both for present and for future needs. The present survey is 
designed to produce this knowledge. It is also realized that the present project 
is not a survey to end all surveys and that other applications of similar methods 
may be used in the future to provide health indices in provinces and 
communities.” 

The objectives of the 3-year survey being conducted by the Natonal Health 
Service of Denmark are very similar to those stated for the Canadian survey. 
The Danish project began in June 1951 and it, too, involves monthly visits to 
a sample of households. A translation of a statement by the National Health 
Service gives the following types of data that will be produced for the popula- 
tion of the country : 

1. Diseases not treated by a doctor with the patient’s own unverified 
diagnoses. 

2. Diseases treated by a doctor with diagnoses verified by the doctors 
themselves. 

3. Hospitalized diseases reported not only according to the usual extracts 
from hospital records, but specified in regard to sex, age, duration, per- 
sonal and social conditions, ete. 

4. The relation between patient’s diagnoses and doctor’s diagnoses in 
eases treated and verified by doctors.” 

During the course of the survey, information on the illnesses of approxi- 
mately 100,000 different persons over 15 years of age will be obtained. In ad- 
dition to this survey there will be a special study of hospitalized cases in Den- 
mark for one year beginning in 1952. 

In Great Britain periodic surveys of illness among persons over 16 years of 
age are being made by a government social survey organization on behalf of 
the Ministry of Health. They were initiated in October 1943 and with a few 
interruptions have provided statistics for every month since that time. Al- 
though the Sickness Survey was originally set up to meet the emergency needs 
of a country in the depths of total war, it was found to be so useful that it 
was not abandoned at the end of the war. So far as can be ascertained it is a 
permament fixture. 

The questions on the schedule relate to all illness and injuries experienced 
during a two month period whether a doctor was consulted or not, the amount 
of time the person was confined to bed and unable to go to work, the number 
of visits to the doctor or dentist, and the length of stay in the hospital. The 
cause and illness is coded in some detail. 
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In reply to a letter from a member of this Subcommittee regarding possible 
gaps in the data now being collected in the Survey of Sickness, Dr. Percy 
Stocks, Medical Statistician, in the General Register Office of England and 
Wales, referred to his paper, “Measurement of the Public Health” (British 
Medical Bulletin, 1951, Vol. 7, No. 4, pp. 312-816) and stated as follows: 

“The major gaps, and how they can be filled, are mentioned in the paper. 
The diagnostic detail is of course inadequate for many purposes such as studies 
of neoplasms, but for large fields of sickness which cannot be assessed better 
aut present in any other way it is adequate. Geographic detail can be obtained 
by aggregating records of one or more years; it would be useful of course if 
that could be done more quickly for short periods, but that would involve a 
sample size which would be too costly; and in England and Wales it may be 
possible to meet that need partiy by National Insurance certifications of unfit- 
ness for work. I do not know of any items which could be profitably added to 
the schedule for regular use, but from time to time special questions are ap- 
pended over a limited period for research purposes as the occasion arises (e. g., 
concerning deafness to assess the need for provision of hearing aids). 

“The only need for earlier diagnosis and medical attention which I think to 
be important with the present arrangements for medical care relates to maliz- 
nant neoplasms, but I am not of the opinion that a Survey of Sickness should be 
used to attempt to improve that position.” 

Statistics on sickness and injury claims under the National Insurance Acts 
are also being obtained in Great Britain. “The Ministry of National In- 
surance have arranged for a 10-percent random sample to be taken of all claims 
to a sickness benefit, a 20-percent random sample of industrial injury bene- 
fit claims, and a 100-percent analysis to be made of the industrial disease claims. 
In the sample for sickness benefit the diagnosis is associated with age, sex, 
marital status, duration of incapacity, industry, occupation, locality and other 
relevant factors; for injury benefit cases the circumstances in which the ac- 
cident or disease arose is also associated.” (“Note on Morbidity Statistics 
in England and Wales,” World Health Organization Morbidity Conference, 
WHO/HS/Morb.Conf./3, 3 October 1951.) 

To provide a population-at-risk for these statistics from claims there will 
also be a 3-percent sampling of the records on all persons registered under the 
National Insurance Acts. 

Other developments in Great Britain include: (1) a pilot study for what 
may become a national sample of discharge or death records for hospital in- 
patients; and (2) a pilot study to explore the possibility of collecting informa. 
tion about patients and illnesses treated by general practitioners, based on 
records maintained by these practitioners. 





PART VI. RECOMMENDATIONS: TYPES OF DATA TO BE COLLECTED IN ORDER TO MEET 
U. 8S. NEEDS 





As the discussion in Part V indicates, there exists a multiplicity of possible 
sources of data, each dealing more or less adequately with some segment of the 
population and with some diseases. For the reasons stated, however, these 
sources cannot be brought together to provide material for an objective picture 
of the amount of disease, disability, or medical needs at the national, regional, 
or local level. 


Function of national morbidity surveys 


We recommend that a continuing national survey be conducted, adequate to 
provide regional estimates at intervals of two years and estimates for the nation 
as a whole at quarterly intervals. Its purpose would be to obtain data on the 
prevalence and incidence of disease, injuries, and impairments, on the nature 
and duration of the resulting disability, and on the amount and type of medical 
care received. The data would be obtained from a probability sample of house- 
holds (with special provisions for the sampling of institutions including hotels). 

The suggested maximum interval of 2 years between publications of results 
from the continuing national survey seems adequate to us at the present time to 
serve the major needs outlined in Part III. However, we recommend that the field 
work be organized in such a way that more frequent summarizations may be made 
for the nation as a whole if the need should arise. We further recommend the 
use of a relatively small corps of interviewers for the field work with inter- 
viewing conducted during a part of each month, rather than a larger corps of 
interviewers working at less frequent intervals. This will have the advantage 
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of permitting more intensive training of interviewers at no extra cost. It alse 
should make possible closer supervision of the field work. Furthermore, the 
special studies will require the establishment of a permanent government unit 
for effective planning and administration. Instead of expanding and contracting 
this staff before and after large intermittent national surveys, it would be bette: 
to have continuous field work under the charge of a smal! staff of lixed size and 
high competency. 

Current interests center in chronic diseases rather than in acute diseases with 
a marked seasonal pattern. Nevertheless, seasonal changes make it desirable to 
have survey results which apply to a whole calendar year, or calendar years 
Field work conducted during a part of each months can be planned in such a wa) 
that results may be summarized at the end of a year or two years. With slight 
modifications quarterly changes may also be watched if necessary. Experience 
indicates that two visits to each household will improve the completeness of 
reporting of chronic diseases present. The panel of households can be changed 
several times during a year in order to give a better sample coverage for annua! 
or biennial averages. 

In a survey of national scope, it will presumably be necessary to employ part 
time lay interviewers for the most part. For diagnosed illnesses, experience in 
previous morbidity surveys indicates that lay interviewers, if competently 
trained, can obtain data which permit a classification into meaningful diagnostic 
categories in the International Statistical Classification of Diseases, Injuries, and 
Causes of Death (6th revision). Diagnoses reported by the household respondent 
will be checked with the medical practitioner if tests now in progress show that 
this method is practical and useful. 

The importance of providing data that are usable at the local level has been 
noted earlier in this report. From the existing knowledge about differentials in 
morbidity rates and in availability of medical care in different parts of the 
country, it is our opinion that satisfactory data for use at local levels will be 
obtained from a survey large enough so that data can be published separately for 
each of some 50 regions into which the country can be divided. Several methods 
of making this subdivision have been examtned by this Subcommittee. It is sug 
gested that 10 of these regions be the 10 largest metropolitan areas. For the re 
maining 40 regions, one of the following alternatives is suggested : 

1. A geographic subdivision into 10 areas, and within each area, a stratifi- 
cation by city size into 4 strata. 

2. A geographic subdivision into 13 areas, and within each area, a stratifi- 
cation by city size into 3 strata. 

3. A geographic subdivision into 20 areas, and within each area, a stratifi- 
‘ation into 2 strata—urban and rural. 

The best choice depends on the relative magnitude of geographic differential 
in morbidity and medical care, as compared with differentials that are associated 
with size of city. By the use of one of these plans, or some combination of them, 
we believe that each region will be sufficiently homogeneous so that a local area 
can safely utilize for its purposes the survey data for the region in which the 
area lies. 


Function of special studies 


Although the general surveys will furnish basic data not at present available, 
there will remain numerous important gaps. Not only will diagnostic detail be 
insufficient for many purposes but no information will be obtained from these 
general surveys about nonmanifest illnesses. Furthermore, accurate data will be 
obtained only for diseases of relatively high prevalence and incidence. 

Undiagnosed disease will appear in the schedules either as symptoms, or as 
diagnoses not accompanied by evidence that they were made by a physician. It 
would be desirable to follow through on cases of this type by a diagnostic ap- 
praisal. Probably, only a subsample of such cases would need to be studied. 

The identification of nonmanifest diseases, i. e., diseases which can be identified 
by diagnostic measures but which has not yet caused symptoms recognized by the 
patient as such, is an important part of modern preventive medicine. This can 
be done either by the complete examination method, by prior application of 
screening tests, followed by more definitive diagnostic examinations in those 
with positive tests or by a combination of these methods, with a short physical 
examination serving, in effect, as one of the screening tests. There is already 
sufficient experience at hand (notably in the five pilot studies which were spon 
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sored by health departments in cooperation with the Public Health Service)’ 
to indicate that such methods of finding nonmanifest disease are practicable and 
fruitful. However, up to the present, it has not been possible to apply these 
methods to a representative sample of the adult population. (School health 
examinations, in areas where they are adequately performed, represent, in part, 
case finding of nonmanifest disease in the school population, but not of the total 
population of school age.) The services required to provide treatment for the 
conditions found cannot be estimated until the prevalence of nonmanifest 
disease in the general population is known. If a study of nonmanifest disease is 
made, a study of undiagnosed disease should also be included. 

Consequently, it is reeommended that a series of special studies be conducted 
in addition to the general surveys. The principal functions of these special 
studies will be as follows: 

1. To obtain data on undiagnosed and nonmanifest disease, by means of labora- 
tory screening, detection, and physical examinations of subsamples drawn from 
the general surveys. 

2. To obtain necessary data, where it is lacking, on the natural course of a 
disease or on the effectiveness of medical care or rehabilitation programs. 

3. To collect statistics on the methods of payment and costs of medical care 
and to test the accuracy of these by making use of outside sources. 

4. To assemble any data from the existing studies and sources described in Part 
V as may be useful for supplementing the findings of the national survey. 

5. To attack methodological problems relating to the measurement of mor- 
bidity and the relationship of such measurements to the provision of medical care. 

6. To evaluate existing medical care programs and local studies such as the 
various multitest programs, the Framingham Project, etc., in cases where such 
evaluations will contribute to knowledge of techniques for obtaining desired data. 


Requests for data that are not feasible to meet 


Needless to say, a combined program of general and special studies will fail to 
meet numerous requests for data by particular bodies. In general, the methods 
proposed are not suitable where great diagnostic detail is demanded or where 
diseases or conditions that are rare are to be studied. 

Investigations to determine the extent of mental illness, alcoholism, narcotic 
addiction, use of habit-forming drugs, and special disease entities of rare fre- 
quency could not feasibly be included in the general morbidity survey or any 
of the special studies that would be a part of the general program. Accordingly, 
it is recommended that such investigations be undertaken independently by those 
groups and agencies which are primarily concerned with each specific problem. 


PART VII. RECOMMENDATIONS ON SURVEY DESIGN 


Major specifications of accuracy and detail 


The national survey will be conducted on a continuous basis providing quarter- 
yearly morbidity statistics for each of 11 metropolitan areas and 3 population- 
size classes in 13 regions. The specifications would provide for two interviews 
(3 months apart) with each of the sample households and, when the sample re- 
sults are culminated over a two-year period, they should permit of estimates (for 
each of the 50 area) such that the relative sampling error would be less than 50 
percent for characteristics that occur in more than 1 percent of the population. 
For characteristics of greater frequency, the coefficients of variation of estimates 
in each of the metropolitan areas and population-size classes within each geo- 
graphic region should be less than X percent for characteristics that occur in 


more than Y percent of the national population as shown in the following table: 


x x 
50 1 
15 10 
2 15 
9 25 
5 50 
é 7D 
2 90 


2The studies were conducted in: Richmond, Virginia; Atlanta, Ga.: 22 counties in 
Alabama ; Boston, Mass.; and Indianapolis, Ind. This is by no means a complete list of 
the screening studies that have contributed to the development of the technique. 
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Separate estimates are needed for these 11 metropolitan areas: (1) New York, 
(2) Chicago, (3) Los Angeles, (4) Philadelphia, (5) Detroit, (6) Boston, (7) 
San Francisco, (8) Pittsburgh, (9) St. Louis, (10) Cleveland, and (11) Washing 
ton, D. C. Separate estimates are needed also for the following geographic 
regions: (1) New England, (2) New York, Pennsylvania, and New Jersey, (3) 
Maryland, Virginia, North Carolina, and Delaware, (4) Georgia, Florida, and 
South Carolina, (5) Alabama, Mississippi, and Louisiana, (6) Illinois, Indiana, 
and Ohio, (7) Wisconsin and Michigan, (8) North and South Dakota, Nebraska, 
Kansas, Minnesota, and Iowa, (9) Kentucky, Tennessee, and West Virginia, 
(10) Missouri and Arkansas, (11) Oklahoma, Texas, New Mexico, and Arizona, 
(12) Montana, Idaho, Wyoming, Nevada, Utah, and Colorado, (13) Washington, 
Oregon, and California. And within each of the geographic regions, estimates 
are needed for these three population groups: (1) rural, including places under 


2,500, (2) cities of from 2,500 up to 50,000, and (3) cities of 50,000 or over. 
Major specifications of the survey design 


1. General.—During a two-year period, 45,000 dwelling units will be selected 
for the sample, and each sample dwelling unit will be enumerated in two con- 
secutive quarters resulting in a total of 90,000 enumerations. On the average, 
three sample dwelling units will be subsampled from the expected 9 dwelling 
units within each of the 15,000 sample segments. The sample segments will be 
located within 500 primary sampling units selected from the approximately 
2,000 such primary sampling units in the United States. Within the sample 
<iwelling unit any responsible adult 18 years of age or older will serve as respond- 
ent for himself and all related persons in the household. Assuming a question- 
naire similar to the one used in the San Jose Health Survey and the HIP Survey, 
it household enumeration would require about one hour to complete. 

2. Metropolitan areas.—The 11 metropolitan areas are primary sampling units 
selected for the sample with certainty. About 9,000 separate dwelling units, 
one-fifth the sample dwelling units, will be enumerated in metropolitan areas. 
The enumerations will be approximately equally divided among the 11 areas so 
that with a two-year period about 820 separate dwelling units or 1,640 enumera- 
tions will be made in each area. Since the enumerations will be taken monthly, 
there will be about 65-70 enumerations per month in each area. However, it is 
specified that during the first 3 enumeration months only one-half that number 
be made, and that each month thereafter dwelling units that were enumerated 
3 months earlier for the first time be reinterviewed, and an equa! number of new 
sample dwelling units be enumerated for the first time. 

3. Geographic regions, exclusive of ‘metropolitan areas.—There will be 489 
primary sampling units in the 13 geographic regions. The 200-odd primary 
sampling units in the Current Population Survey will he supplemented by the 
necessary number of new primary sampling units. To reduce the scatter be- 
tween enumeration units, it is planned that a given primary sampling unit will 
be visited only once a quarter. This will be accomplished by assigning one- 
third the number of primary sampling units in each region to sets A, B, and C, 
respectively. The enumeration of dwelling units in primary sampling units in 
set A will be made during the first, fourth and seventh months and every third 
month thereafter. The enumeration of dwelling units in primary sampling units 
in set B will be made during the second, fifth, and eighth months and every third 
month thereafter. And, likewise, the dwelling units in primary sampling units 
in set C will be enumerated druing the third, sixth, and ninth months and every 
third month thereafter. 

During a two-year period about 72,000 enumerations will be made in the 
36,000 sample dwelling units in the geographic regions. Therefore, on the 
average, about 3,000 enumerations will be made in each month in 163 primary 
sampling units—or about 18-20 enumerations per primary sampling unit per 
quarter. However, it is specified that during the initial enumeration in a pri- 
mary sampling unit only one-half the regular number of monthly enumerations 
be made, and that each quarter thereafter, the dwelling units enumerated for 
the first time a quarter earlier be reinterviewed, and an equal number of new 
sample dwelling units be enumerated for the first time. 


Special studies 


The national survey would not meet all of the most pressing needs for morbidity 
statistics unless it is supplemented by special studies. The most important special 
studies are those designed to obtain data on undiagnosed and nonmanifest 
diseases by means of physical examinations of a sample of the U. 8S. popula- 
tion. 
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The surveys of undiagnosed and nonmanifest diseases discussed in Part VI, 
can best be undertaken as part of the national survey but on a subsample. Such 
a survey would involve actual physical examinations for a random subsample 
of the U. S. national sample. The examinations would require a medical “crew” 
and equipment, and it would be necessary to “bring together” the sample cases 
and the examining facilities. This may mean either bringing the facilities to the 
subjects (i. e., by means of completely mobile examining units) or bringing the 
subject to the facilities. In the past, screening tests have run into a high selec- 
tivity factor. Even in screening programs confined to a single industrial or gov- 
ernmental establishment, it has not been possible to get 100 percent of the 
group to come in for examination. The success of a program calling for the 
examination of a representative sample of the U. 8S. population depends upon 
the ability to get practically all (at least 90 percent) of the population to come 
in for examination. Experience with methods for achieving this goal is not yet 
available and extensive experimentation is necessary with mobile examining 
units, publicity campaigns, special transportation for examinees, etc. 





APPENDIX 





SUGGESTED METHODS FOR ORTAINING DATA ON NEED FOR MEDICAL CARE 





The need for well-founded estimates of the facilities and services required to 
furnish good medical care is generally recognized. Such estimates are indis- 
pensable for formulating policy with regard to questions such as the desirable 
number of physicians, nurses, dentists, technicians, and related personnel to be 
trained; the number of general and special hospital beds to be built; the num- 
ber and type of other institutions for the care of the sick to be established, and 
so forth. For some purposes interest centers primarily in the total services and 
facilities required to provide medical and preventive care to a specified group 
of people; for others, separate estimates are wanted for people known to have 
a particular disease or impairment. 

The estimation of the amount of medical care needed in a given situation 
presents difficult problems. No single method of measurement is ideal. 

Needed medical care may be described as that care (in the broadest sense) 
which a person would seek, if it were available, if he knew it was available, if he 
were well-informed as to what was considered desirable medical care, and if 
there were no important economic or qther barriers to his obtaining it. 

The following three methods for obtaining estimates of need for medical 
care, as distinguished from ordinarily obtained medical care, may be considered : 

1. By expert appraisal of the needs either of (@) persons with one or another 
disease or group of diseases,’ or of (b) a sample of persons, both well and sick, 
from the general population. In the former procedure the total picture of needs 
for medical care would be obtained by studying diseases, group by group, and 
adding the estimated needs for these groups, including separate estimates for 
preventive services and for care required by persons with latent or nonmanifest 
disease, usually chronic. Data from morbidity surveys would also be required, 
to provide a basis for combining estimates in the different groups. The validity 
would depend in part upon the representativeness of the samples of persons with 
the various diseases. 

In the latter procedure representative samples from the general population 
would be studied by experts to determine all services needed, including diag- 
nostic. Summarization might be in terms of categories of services rather than 
diagnoses. 

In both procedures the validity would depend upon the consistency among 
experts in their appraisal of needs, and also upon the extent to which people 
with medical needs would actually use facilities provided for those needs. 

2. By study of the services actually obtained by groups under the most favor- 
able conditions now existing. (a) Insurance covered groups (such as the Health 
Insurance Plan of Greater New York). To this would have to be added an 
estimate for the services not covered by the insurance plan and an adjustment 
for selection of the insured group (employed, age, etc.). (0b) Physicians’ fami- 

lies. (c) Highest income group. Study of services could be secured either 





3 This would be similar to the method used in the so-called Lee-Jones estimates from the 
studies of the Committee on the Costs of Medical Care. See The Fundamentals of Good 
Medical Care by Roger I. Lee and Lewis Webster Jones, assisted by Barbara Jones; Pub- 
lication No. 22 of the Committee on the Costs of Medical Care. The University of Chicago 
Press, Chicago, Illinois, 1933. 
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from the recipients by the journal method or by periodic visits 
a record of services from vendors of such services, e. g., physicans, hospitals 
outpatient clinics, etc., classified by economic status of the recipient. The last 
named method requires, of course, that the population served by the vendors 
be known and that all sources of medical service to that population be included 

3. By collection of evidence regarding claimed or apparent shortages of 
services and facilities. Examples of probable shortages for which fairly good 
evidence could be obtained are (@) psychiatrists; (b) public health physicians 
(ec) nurses; (d) hospital beds (general and chronic): (¢) dentists. 

It should be noted that these three methods differ in their assumptions 
Method 1 is dependent upon expert opinion as to what care is needed. Method 
2 assumes that the best care now obtained by favored croups is a reasonable 
approximation of the care which would actually be sought and needed by all 
groups, if economic and other barriers were minimized. Method 3 would prob 


ably yield the most conservative estimates of unmet needs, since it would be 
based for the most part on those unmet needs already manifest as a result of 
existing demand, rather than on demand that would exist if economic and other 
barriers were at a minimum. 

A combination of a morbidity survey with Method 1 would seem to be the 
most convincing and feasible method. From the standpoint of methodology, 
however, it would seem desirable that all three methods be studied. It may 
very well appear that each method would supply information not obtainable 


from any of the others. 

Chairman Hitz. Thank you. I note the recommendation was for 
a continuing national morbidity survey. 

Dr. CogGesHaLu. That is correct. 

Chairman Hitt. In other words, their recommendations were in 
line with the recommendations of the administration, and with the bill 
which you support here this morning. 

Dr. CogGesHaLL. That is correct, sir. 

Chairman Hitu. Any other questions, Senator Bender / 

Senator Benper. No, sir. 

Chairman Hix. Senator Bender has suggested, Dr. Coggeshall, 
that you might like to contact Dr. Lull—— 

Dr. CogcesHaLi. I would be very happy to do so. 

Chairman Hitz. So that any differences might be reconciled. 

Dr. CogGresHALL. | anticipate no difficulty in coming to a satisfac- 
tory conclusion and resolving any differences. 

Chairman Hitt. We will keep the record open because we might 
have oecasion to hear from associations or health officers or, for that 
matter, anyone else who might be interested. 

We want to thank you, Dr. Coggeshall, and you other gentlemen 
for appearing. 

Dr. Coggeshall, you spoke about the fact that this is your first ap- 
pearance before the subcommittee or, in fact, any agency of this 
committee. 

Dr. CocGrsHALL. Yes, sir; that is correct. 

Chairman Hici. We are delighted to have you here and we want 
you to know you will alw: ays be welcome before this committee or any 
subcommittee of it. 

Dr. CogeEsHALL. I appreciate that. 

Chairman Hitu. Dr. Scheele and I are old friends: Dr. Scheele, we 
are always happy to have you here. 

Dr. Scueete. Thank you. 

(Whereupon, at 10:45 a. m., the subcommittee adjourned, subject 
to call of the Chair.) 


, or by studving 
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